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"When one has seen many insane people, one can recognize that 
there are as many differences among them as there are personalities 
among individuals whose minds are healthy. . . . It is therefore 
really difficult to make up classes of diseases which would not 
prove fictitious.” Fodéré, Traité du délire, 1817 (quoted in Zil- 
boorg, G. A History of Medical Psychology, New York: Norton, 
1941, p. 392). 


"Even in the meanest sort of labor, the whole soul of man is com- 
posed into a kind of real harmony the instant he sets himself to 
work." Thomas Carlyle, Past and Present. 
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EDITOR'S INTRODUCTION 


Mental disturbance is frighteningly prevalent in our contempo- 
rary society. The number of those mentally disturbed who are or 
have been hospitalized should seriously concern every citizen in 
our country—especially all those working in such fields as medi- 
cine, education, psychology, social work, the courts, and the 
church. 

The baffling and devastating disease of mental disturbance 
strikes all ages and all levels of ability. To the untutored observer 
this malady seems to come without warning, although to the skilled 
in this field there are clearly identifiable danger signs that appear 
long before the popularly termed "nervous breakdown." 

Fortunately, there is widespread and telling evidence of the 
recognition of this situation in many directions. The necessity for 
effective counseling services for both young and old as a possible 
preventative against disastrous crack-ups is being considered and 
provided for by a wide array of institutions. 

Just as is true of any disease, mental disturbance demands treat- 
ment by personnel who are well grounded indeed in the nature 
and treatment of diseases of the mind. However, also just as is 
true of any disease, the highly skilled specialist must be bulwarked 
by many specialists in related activities. For example, in the same 
fashion as teachers, nurses, and medical technicians have been 
taught to become alerted to the possible presence of such common 
ailments as measles, whooping cough, scarlet fever, and so forth, 
it seems clear that a similarly wide range of workers must learn to 
recognize the presence or prospect of mental disturbance. And just 
as nurses and medical technicians do the bidding of and gather data 
for the surgeon, so must the specialist direct and be aided by the 
effort of others. 

To the knowledge of the writer, this volume is a pioneer effort. 
He is not familiar with any work outside the literature especially 
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prepared for psychiatric training that deals with the counseling of 
the mentally disturbed. This treatise is a combination of theory, 
research, and common sense, which the author has gleaned from a 
wide sampling of the work of others and to which he, himself, has 
made no small contribution. 

In no sense is it conceived that this treatment furnishes the de- 
finitive basis for anyone not properly trained to engage in the treat- 
ment of the mentally disturbed. On the other hand, it is the hope 
that all engaged in the treatment of mental disturbance will find 
this volume useful. 

The high qualifications of the author are apparent. It is my 
sincere conviction that all who read will ponder and will find them- 
selves better prepared to deal with the specter of mental disturb- 
ance. 


JOHN Guy FowLkEs 
February, 1958 


PREFACE 


It was with considerable hesitancy and trepidation that the 
writer approached the task of writing on the counseling of the 
emotionally disturbed. Only after considerable urging and encour- 
agement by his colleagues, coupled with a keen awareness of the 
absence of and need for some comprehensive guide to students and 
counselors in this field, was he led to undertake the task. No text 
in this area is available. Books dealing with the counseling of the 
physically disabled do not deal with the emotionally disturbed or 
give adequate attention to these clients, Lofquist’s recent text does 
not include any treatment of the emotionally disturbed beyond ref- 
erence to them,* 

There are few established facts in the field of counseling the 
emotionally disturbed. The amount of verified knowledge, that is, 
knowledge based on experimental evidence, is small, Most pub- 
lished material in the field is descriptive or represents opinions of 
workers in the field. The writer's years of experience with emo- 
tionally disturbed individuals have served to develop an awareness 
of the difficulties inherent in working with this group toward voca- 
tional rehabilitation, The wide range of individual differences 
among the emotionally disturbed contributes to the complexity of 
the problem. The generalizations that can be based on experience 
are, as is perhaps true also in psychotherapy, few and relatively 
simple. 

The lack of knowledge in this field is no doubt a reflection of 
the fact that concerted efforts at vocational rehabilitation of the 
emotionally disturbed are relatively recent in origin, dating from 
the passage of Public Laws 16 and 113 in 1943, When Public Law 
113 extended vocational rehabilitation benefits to the mentally and 
emotionally handicapped, there was relatively little immediate 

1 Lofquist, L. H. Vocational counseling with the physically handicapped. New 


York: Appleton-Century-Crofts, 1957. 
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application of this authorization. A few psychiatrists have raised 
questions as to why more has not been done. Most psychiatrists, 
however, have been unaware of provision for, or uninterested in, 
the vocational rehabilitation of their patients until very recently. 
Martin, Reisman, and Noyes in 1954 wrote that "The reasons for 
the reluctance of psychiatric hospitals to undertake these programs 
are not at all clear. It is quite possible that there has been inade- 
quate circulation of information on vocational rehabilitation." * 

Several reasons for lack of progress in this respect are, however, 
apparent. Psychiatrists and other mental hospital personnel have 
been too fully occupied with treatment efforts to be able to under- 
take vocational rehabilitation. Rehabilitation counselors have been 
fully occupied in working with the seemingly limitless numbers of 
the physically disabled. But beyond their being busy with the 
physically disabled, there has been some reluctance on the part of 
vocational rehabilitation agencies to enter the field of rehabilita- 
tion for the emotionally disturbed. Their personnel were not pre- 
pared, by training or experience, to deal with this disability group, 
and were no doubt afraid of them, so that consciously or subcon- 
sciously there was resistance to working with these clients. The 
difficulties and problems in this area were recognized, and the 
conviction that results would be meager further deterred efforts in 
this direction. 

Counselors cannot be condemned for their lack of preparation 
and training in the counseling of the emotionally disturbed. The 
lack of trained personnel continues as one of the basic reasons for 
the slow progress in this field. Behind this lack, however, is the 
unavailability of training and the lack of resources for training 
such counselors. Even in the current push for training rehabilitation 
counselors, relatively little attention is being given to preparing 


them to counsel the emotionally disturbed, who constitute a large 
proportion of the disabled population, 


P : " 
Martin, G. J, Reisman, M. J., and Noyes, A. P. Vocational rehabilitation in 4 
psychiatric hospital: an initial report. Mental Hygiene, N. Y., 1954, 38:107-112. 
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Some efforts have been made to help counselors in their work 
with these clients, to be sure. Workshops and seminars have been 
provided. These seldom have gone much beyond indoctrination 
with psychiatric information, however. And there has been no con- 
certed, consistent, or systematic training available in educational 
institutions. 

Lack of training facilities is no doubt related to lack of materials 
of instruction. As has been indicated, little is actually known about 
the vocational rehabilitation of the emotionally disturbed. More- 
over, what is known is not easily available for teaching and train- 
ing. 

It is the purpose of this book to help supply this lack. The book 
is an attempt to bring together available information and the re- 
sults of research. Inevitably, where little is known, much of the 
material is perhaps closer to opinion than knowledge, and there 
may perhaps be wide differences of opinion in some instances. The 
writer's opinions are based upon ten years of experience, and in 
most cases find support from other workers in the field. This expe- 
rience was obtained in the Veterans Administration where, unlike 
the agencies operating under Public Law 113, there was no choice 
about working with the emotionally disturbed. Veterans with neu- 
ropsychiatric disabilities were eligible for rehabilitation counseling 
and training, and had to be dealt with, whether counselors were 
adequately prepared or not. Although not an ideal situation, it 
was one which forced learning upon those engaged in the program. 

With the pressing need for a text in this field we cannot wait 
until we have answers, based on research, to all our problems. An 
increasing number of workers are engaging in the task of counsel- 
ing the emotionally disturbed. These workers are in sore need of 
help in meeting the demands of the job. The recently inaugurated 
training programs for rehabilitation counselors in the Veterans 
Administration and the Office of Vocational Rehabilitation create 
a need for teaching materials for training students. Surely there 
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must be something we can distill out of experience that can be of 
value. 

In addition to its value to counselors and students specializing in 
working with the emotionally disturbed, this book should be useful 
for all counselors or students of counseling since the emotionally 
disturbed constitute such a great proportion of all clients, and every 
counselor should be prepared to work with them. Counselors in 
schools, colleges, industry, and public agencies meet many clients 
who combine vocational and emotional problems of perhaps lesser 
severity, but basically similar to those of clients with emotional 
disturbances great enough to constitute a definite occupational 
handicap. The majority of the clients a counselor sees for educa- 
tional or vocational counseling are affected to some degree by 
emotional disturbance. 

This is not a book on general counseling techniques. It is pre- 
sumed that the reader has had some basic training in counseling. 
We have attempted to deal with the specific problems involved in 
the counseling of the emotionally disturbed, The reader is expected 
to have a knowledge of the tools of vocational counseling, includ- 
ing tests of aptitudes, interests, personality, and of the field of 
occupational information. 

It is not the purpose of this book to provide psychiatric informa- 
tion—symptoms and descriptions of various diagnostic categories 
—but a survey of the nature and extent of emotional disturbances 
is provided in the first chapter. Past and present efforts at rehabili- 
tation of the emotionally disturbed are discussed in Chapter 2. The 
following three chapters take up the qualities and preparation 
desirable in counselors, including counselors of the emotionally 
disturbed. The selection and training of counselors in this area is 
especially significant, since here particularly the most important 
instrument in counseling is the counselor himself, These chapters 


have general interest in bringing together for the first time recent 
developments and current trends in counselor training. 


Chapter 6 considers the problem of client readiness for counsel- 
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ing services. Following this several chapters deal with the coun- 
seling process, including the counseling interview, the use of tests, 
and the selection of a suitable vocational or occupational objective. 
A discussion of placement and training logically follows. The place 
of specialized rehabilitation facilities and sheltered workshops is 
finally considered. 

Vocational rehabilitation is a part of the total rehabilitation 
process, which includes physical and medical rehabilitation. These 
other activities, including psychotherapy, the physical and chem- 
ical therapies of the emotionally disturbed, occupational therapy, 
industrial therapy, and educational therapy, are not dealt with 
directly in this book. The counselor is, if he works with hospital- 
ized patients, involved in these activities, which are prevocational 
in nature. In effect, vocational counseling begins, or should begin, 
when the patient enters the hospital, and the counselor works with 
other hospital personnel to bring the patient to the point where 
he is ready for vocational counseling, Counselors who work with 
nonhospitalized clients also must engage in prevocational counsel- 
ing in many cases, often in these instances serving to organize and 
integrate other services needed prior to the beginning of vocational 
rehabilitation. These functions of the counselor are based upon his 
main counseling function. They are dealt with in the text in the 
chapters on determining feasibility for rehabilitation, placement 
and training, and sheltered workshop training. 

Since the book is based on the experience of only one individual, 
which is necessarily limited, it no doubt has numerous limitations. 
It therefore should be made clear that the author does not pretend 
to present a complete coverage of all areas or all approaches to 
the counseling of the emotionally disturbed. The book does not 
pretend to be a detailed, step-by-step presentation of the activities 
of the counselor, An attempt has been made to cover the published 
literature in the field. But unlike other more developed fields, there 
have been no previous texts to use as guides, and the published 
literature in some areas is sparse. No discussion of group counsel- 
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ing, for example, is included, since it is outside the experience of 
the author, and there is insufficient literature on its use in this par- 
ticular area, Consideration was given to the use of case studies. 
But the problems connected with such materials led to the decision 
not to include them, in spite of their usefulness in teaching. Ade- 
quate case studies are almost prohibitively space consuming. It is 
difficult to find adequately complete case studies unless they are 
collected with this purpose in mind. Moreover, there are in this 
field perhaps no really typical cases, since each client is unique. 
The problem of integrating case material into the text for illustra- 
tive purposes is difficult without oversimplification; a few such 
references are included, however. It is felt that separate publication 
of case studies would be a better way to handle this type of 
material. 

A word should perhaps be said about terminology. Mental or 
emotional conditions are variously designated as illness, disease, 
disorder, disability, or disturbance. There is no apparent agreement 
upon differentiations in the use of these terms, The latter two 
appear to be more general. They are therefore used in the present 
book. While disability might be thought of as resulting from the 
disturbance, every disturbance is accompanied by some degree of 
disability, usually in direct Proportion to the severity of the dis- 
turbance. The two terms are therefore used almost interchange- 
ably, though in certain contexts one or the other may be preferred. 
The term handicap, on the other hand, is used in relation toa 
specific situation, e.g., employment, and therefore is used only 
when the disability or disturbance constitutes an impediment to 
occupational adjustment. 

The author is indebted to many people for help at various 
stages. The book is based on ten years of experience in working 
with emotionally disturbed veterans in the Veterans Administra- 
tion Vocational Rehabilitation and Education program, operating 
under Public Laws 16 and 894. The author owes a great debt to 
the many colleagues with whom he worked in the St. Paul, Min- 
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nesota, Regional V.A. Office. Dr. Ralph Johnson, Chief of the 
Counseling Section for the latter part of this period, made invalu- 
able contributions in innumerable ways, besides making available 
the results of his own unpublished research. The Regional Office 
Vocational Rehabilitation Board, to which the author served as 
consultant for a period and then on which he served as a member, 
contributed much to his outlook and in developing his point of 
view. Members of this Board included Drs. Oscar Nelson and 
Anthony Pollock, Neuropsychiatrists, Elwood Davis and Mrs. 
Ione Rogers, Psychiatric Social Workers, George Hyde, Education 
and Training Specialist, and Lennis Peterson, Counseling Psychol- 
ogist, and Chairman. 

The chapter on sheltered workshops has benefited from the 
suggestions and criticisms of Dr. William Gellman, Executive 
Director, and Mr. Simon Friedman, Supervisor of the Workshop 
Programs of the Chicago Jewish Vocational Service. They should 
not be held responsible for all opinions expressed in this chapter, 
however. 

The typing of the manuscript was begun by Mrs, Helen Wilson 
of the St. Paul Veterans Administration Regional Office. It was 
continued by Mrs. Laverne Simpson, who completed the first draft 
and the revision. Anyone who has attempted the task of converting 
an author's handwriting, with its additions, deletions, and revi- 
sions, to the neatly typed page will appreciate the importance of 
the contribution of a good typist. The author feels fortunate in 
having had the services of these two experts. Mrs. Julia Snyder 
contributed to the accuracy of the results by her careful proofread- 
ing of the manuscript. 

Last, but not least, I must acknowledge the patience and for- 
bearance of my wife Frances and five children during the period 
of my preoccupation with the work. 

C. H. P. 
February, 1958 


INTRODUCTION 


CHAPTER 1 


The Nature and Extent of 
Emotional Disturbance 


Mental and emotional disorders are more widespread than any 
other type of disability, with the possible exception of orthopedic 
disabilities. They have been called the number one public health 
problem of the nation by Dr. R. H. Felix, Director of the National 
Institute of Mental Health. The problems of the vocational reha- 
bilitation of the emotionally disabled must be placed against the 
background of the number and characteristics of the persons con- 
stituting this group. The varied manifestations of their disabilities 
set them apart from others and create special problems for those 
working with them. 


THE EXTENT OF MENTAL AND EMOTIONAL DISABILITY 


The exact extent of the incidence of emotional disorders is not 
easily ascertained. Perhaps it is impossible to obtain figures in an 
area where the disability may take many different forms and show 
such a continuous gradation of severity which, in its milder forms, 
is not visible as are many physical defects. The emotionally dis- 
abled are not easily identified, and a problem arises as to the level 
beyond which mental or emotional maladjustment is considered a 
disability. Few people are free from some degree of maladjustment. 
A further problem in identifying the emotionally disabled is the 
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tendency on the part of some to conceal the disability, because of 
the sense of shame surrounding it. Felix and Kramer, posing ques- 
tions regarding the extent and characteristics of mental illness, 
write that "There is a wide gap between the facts as we have them 
now and those that we need to have. Indeed, to answer any one of 
the . . . questions requires a major research project" (22, p. 5).* 

Despite these difficulties there are various estimates of the ex- 
tent of mental and emotional disability. Statistics exist on the more 
severe forms, which usually require hospitalization. 


MENTAL PATIENTS IN INSTITUTIONS 


The Bureau of the Census began collecting data on the inci- 
dence of mental disease in 1840, as part of the general population 
census schedule. In 1904 and 1910, censuses of patients in mental 
institutions were made, and in 1926 annual censuses of mental 
institutions began. Until 1931, only state hospitals were covered, 
but in that year Veterans Administration hospitals and county, 
city, and private hospitals were included. In 1939 general hospitals 
with psychiatric facilities were added. 

Since 1946, reports of these censuses have been published by the 
National Institute of Mental Health. The report of the 1949 cen- 
sus (51) includes a summary of the statistics for the decade 1940 
through 1949. However, even these statistics are difficult to use for 
estimating the extent of the hospitalized psychiatric population. 
The reports are not comparable from year to year, some including 
Veterans Administration Hospital patients and private hospital 
patients, while some do not. In some cases figures given for pa- 
tients on the books at the end of a year include those in family or 
other extramural care, while some reports do not include these. 
The percentage of total institutions included in the reported sta- 
tistics also varies from year to year, although usually the census 
is nearly complete. 

Table 1 gives the most comparable statistics for selected years 


1 Numbers in parentheses refer to references at the end of the chapter. 
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from 1940 to 1955. There is an apparent increase in resident 
patients and in admissions and discharges during this period. 
Whether the increase in admissions, including first admissions, is 
reaching a plateau as might be suggested by the 1952, 1954, and 
1955 figures is problematical. From 1940 to 1949, the number of 


TABLE 1. Resident Patients at End of Year, Total Admissions, First Admissions, 
and Discharges from Public Hospitals for the Prolonged Care of Psychiatric Patients, 


1940-1955 
Resident Total First 
Year Patients Admissions Admissions Discharges 
1940 440,008 113,923 87,750 62,899 
1945 462,714 115,387 88,943 63,744 
1949 497,862 144,257 108,437 85,569 
1952 531,981 173,690 118,274 104,048 
1954 553,979 171,682 121,430 115,796 
1955 560,576 178,929 123,771 118,532 


Source: Compiled from data in Public Health Service Reports (51, 56, 61). Does not 
include Veterans Administration Hospitats. 
resident patients at the end of the year in all mental hospitals in- 
creased by 17.4 percent, and the number per 100,000 population 
increased by 5 percent. The number of annual admissions during 
this period increased by 68.6 percent; per 100,000 population the 
rate rose steadily from 111.6 to 170.0. The greatest increase in 
admissions was to Veterans Administration hospitals (356.5 per- 
cent) and to private hospitals (139.8 percent), compared to a 
32.0 percent increase in state hospital admissions. First admissions 
also rose, but not as rapidly (51). The rate of first admissions to 
state hospitals has remained at about 75 per 100,000 of the pop- 
ulation for the past few years while the rate for all admissions has 
increased slightly. 

In 1955 there were 560,576 resident patients at the end of the 
year in state and county and psychopathic hospitals. When one 
adds to these approximately 60,000 in Veterans Administration 
hospitals, and 15,000 in private hospitals, one approaches the fig- 
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ure of 650,000 patients in mental hospitals. First admissions to 
mental hospitals are considerably greater than the 123,771 given 
in Table 1, since private and Veterans Administration hospitals 
admit over 100,000 new patients a year. The total number of read- 
missions is probably almost 150,000 a year. If one estimates the 
number of persons who receive treatment in mental hospitals 
during a particular year, some million and a quarter persons are 
included. 

It has been estimated that about one in twelve persons born each 
year will enter a mental hospital at some time during their lives 
(41). More than ten million persons now living will enter a men- 
tal hospital at some time during their lives. 

Not all the mentally ill are in hospitals. Landis and Page (33, 
P- 36), on the basis of a few censuses of mentally ill including 
those outside of hospitals, estimate that only about half of the 
seriously mentally ill are actually hospitalized. Other estimates 
range up to one million persons not in hospitals who are sick 
enough to be hospitalized (43, p. 154). One study even suggested 
that there are perhaps four persons ill enough to be hospitalized 
who are outside hospitals to every one hospitalized (23, p. 119). 
Thus it appears that many more than one out of every twelve per- 
sons born will be mentally incapacitated, though not necessarily a 
resident in a mental hospital, at some time during his life. 

About half the hospital beds in the country are occupied by 
mental patients. These persons, however, constitute only about 2 
percent of all hospitalizations during a particular year. This is 
because of the fact that mental patients occupy their beds for 
longer periods. Many remain hospitalized for years while other 
beds are occupied by many different patients during a year, and are 
in fact vacant much of the time. Nevertheless, approximately a 
million and a quarter people are treated in mental hospitals each 
year, compared to the 650,000 average resident population. The 
difference indicates that there is some turnover. About 55 percent 
of patient days in all hospitals were accounted for by mental pa- 
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tients, and on any one day, almost 47 percent of all patients in 
all hospitals are mental patients (41). Those most recently hos- 
pitalized are more likely to be discharged, so that there is probably 
a distribution tending toward biomodality in the duration of hos- 
pitalization. A good number have a relatively short hospitalization, 
and many require a long period of hospitalization. 


EMOTIONALLY DISABLED OUTSIDE OF INSTITUTIONS 


Figures on hospitalized mental patients are difficult to evaluate, 
but statistics on the nonhospitalized disabled are practically non- 
existent. Differences in estimates of the emotionally disturbed vary 
from five million up to twenty-five million in the total population 
(25). It has been estimated that from 50 to 75 percent of patients 
going to physicians with organic complaints have symptoms that 
are wholly or in part of psychological origin (25, 41). Two sur- 
veys are often quoted in estimates of the extent of emotional dis- 
turbance. A 1936 survey in eastern Maryland, including Baltimore, 
using existing records, found 60.5 active cases per 1000 population, 
indicating a 6 percent incidence (34). All types of disorder were 
included—psychoses, psychoneuroses, psychopathic personalities, 
personality disorders, behavior problems, mental deficiencies, epi- 
lepsy, and delinquency. Psychoses accounted for only about a tenth 
of the incidence. Peculiarly, psychoneuroses were less frequent than 
psychoses (3.1 per 1000 compared to 6.7 per 1000). This anomaly 
can be accounted for by the fact that for a psychoneurosis to be 
counted it had to be diagnosed and recorded, thus resulting in the 
inclusion of only the severe conditions. 

Roth and Luton (46) conducted a survey in Tennessee, using 
information solicited from physicians, nurses, teachers, and others, 
and interviewing about half their cases. They found a prevalence 
of 69.4 cases per 1000 population, including all types of disorders. 
Again, psychoneuroses were less prevalent than psychoses (4.0 
compared to 6.5 per 1000). It is interesting that the prevalence 
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found by house-to-house canvass was twice as high as that found 
by using reported cases. 

These studies have been widely accepted as indicating an inci- 
dence of about 6 to 7 percent for mental illness in the population. 
However, although they agree, they are not strictly comparable, 
are not adequate samples of the total population, and do not in- 
clude unreported or milder disturbances. 

Statistics on rejections by selective service officials during World 
War II, together with the number of discharges for psychiatric 
reasons, may be used to estimate the incidence of emotional dis- 
ability. Approximately a million men between the ages of eighteen 
and thirty-seven were rejected for psychiatric reasons, not including 
mental deficiency. These rejections were about one-fifth of all re- 
jections or 5 percent of those examined. They constituted the larg- 
est single category of rejection. Despite the screening out of these 
men, another 460,000 were discharged for psychiatric reasons other 
than mental deficiency. Discharges for psychiatric disabilities con- 
stituted the largest single category of discharges, making up over 
one-third of the total disabled veteran population (4, 39). 

Thus it would appear that almost one and a half million or 
about 714 percent of men registered for selective service were emo- 
tionally disabled to some extent. The rate of diagnosed emotional 
disability is very low under fifteen years of age, but it increases 
considerably after forty. Thus an estimate based on the figures in 
the age group eighteen to thirty-seven is probably lower than the 
total incidence. This incidence appears to be consistent, however, 
with estimates which have been made that about 10 percent of the 
population is handicapped to some extent from leading fully useful 
lives by emotional disabilities. The number suffering serious neu- 
roses or personality disorders requiring psychiatric treatment has 
been estimated as perhaps six million by Brill (5), and eight mil- 
lion by Rennie and Woodward (43, p. 154). The National Asso- 
ciation for Mental Health estimated in 1952 that one and one-half 
million persons were suffering from an incapacitating mental ill- 
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ness, while seven and one-half million had less severe personality 
disturbances (41). Studies of industrial workers have indicated that 
about 10 percent suffer a disabling psychoneurosis, and that an- 
other 15 to 25 percent have minor forms of emotional disability? 

Newsweek recently estimated that there are "12 million men in 
industry today who hate their bosses, cause accidents, develop psy- 
chosomatic ills to be treated by the company doctor, or who take 
themselves home to bed or to the nearest bar. They are the tense 
and emotionally upset, 25 per cent of the nation's industrial labor 
force. They cost industry $3 billion each year in unproductive 
wages and in damage to themselves and to their machines" (65, 
p. 56). 

In addition to those with apparent emotional disturbances, there 
are perhaps four million problem drinkers, nearly one million of 
whom are chronic alcoholics, whose condition is very often linked 
to underlying emotional factors. Many, if not most, of our crim- 
inals, addicts, and suicides are emotionally disturbed. 

It appears then that we can only guess the extent of emotional 
disturbance. The total number of mentally and emotionally dis- 
turbed includes probably one to one and one-quarter million 
persons with psychoses, from five to perhaps ten million with psy- 
choneuroses, another half million with other personality disorders, 
one-fourth million with epilepsy, plus the alcoholics, and probably 
a good proportion of the one and one-half million adult criminals. 

At any rate, it is certain that the emotionally disabled outside of 
hospitals, most of whom are less severely disabled than the hos- 
pitalized group, far outnumber those in institutions, by ten or pos- 
sibly twenty to one. The total number of persons in the population 
With some degree of emotional disturbance may thus run as high 
as twenty-five or thirty million. This figure compares with esti- 
mates of thirty million persons with chronic physical illness of 


more or less severity. 


2R, Fraser, et al. The incidence of neurosis among factory workers, London: 
H.M.S.O., 1947. Referred to in Eaton and Weil (18). 
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ARE EMOTIONAL DISORDERS INCREASING? 


The statistics on patients in mental institutions indicate that 
there has been a continuous increase in the patient population. 
Does this mean that mental disorder is increasing? Obviously, we 
must consider the increase in terms of the growth of the total pop- 
ulation. In other words, is the rate of hospitalization increasing? 
The increase of 17.4 percent in number of resident patients from 
1940 through 1949 represents an increase in patients per 100,000 
of the population from 364.2 to 382.5, which is an increase of 
only 5 percent (57). 

The rate continued to rise, being 384.3 in 1950, and 386.8 in 
1951. The average daily resident patient population has, as was 
indicated above, remained constant during the past few years, and 
the first admission rate has shown only slight increases. However, 
the resident patient rate per 100,000 population was only 159.1 
in 1903, and its rise was consistent until 1945 (Fig. 1). First ad- 
missions, while increasing 23.2 percent from 1940 to 1949 rose 
only from 66.6 to 73.5 per 100,000 population (51); in 1951 the 
rate was 72.0 per 100,000 population; in 1952, 74.3; in 1953, 75.9; 
and in 1954, 74.6 (52, 53, 54, 55). 

Thus it appears that the rate of mental disorder requiring hos- 
pitalization has increased, and is perhaps still increasing though 
the rate of increase has dropped considerably. However, there are 
numerous factors that make any conclusions regarding an increase 
in mental illness hazardous if not impossible. First, it must be re- 
membered that the patient population is only a part of the total 
population of persons with severe mental disorders. How large a 
proportion this is, it is impossible to determine, but it probably 
varies with circumstances. One such condition is the availability of 
hospitals and hospital beds. It has been estimated that if facilities 
were adequate throughout the country, the hospital population 
would almost double. It is probable that at least part of the increase 
in hospital patients is the result of increasing facilities for their 
care. The effect of facilities for hospitalization may be seen in the 
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differences in the incidence of hospitalized patients in various sec- 
tions of the country or among the various states. There are almost 


Rate per 100,000 Civilian Population 


450 


End of Each Year 


FicuRE 1. Resident Patients in Hospitals for the Pro- 
longed Care of Psychiatric Patients, United States, 1903— 
1951 (rate per 100,000 Civilian Population). (From 
M. Kramer, Facts needed to assess public health and 
social problems in the widespread use of the tranquiliz- 
ing drugs, Public Health Monograph No. 41. Wash- 
ington, D.C.: U.S. Government Printing Office, 1956, 


p- 6.) 


twice as many mental hospital patients per 10,000 of the popula- 
tion in the New England states as there are in the eastern South 
Central states (Kentucky, Alabama, Tennessee, Mississippi). In 
Beneral, the incidence of hospitalized patients is greater in the 
wealthier states and sections of the country, which are able to pro- 
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vide more and better facilities. There is a positive relationship 
between hospital capacity and first admission rates among geo- 
graphical areas of the United States (33, pp. 108-109). 

A second factor related to the first is the availability and usage 
of other resources for treatment of mental disorders. General hos- 
pitals with psychiatric treatment facilities, psychiatric outpatient 
clinics, and private psychiatrists, when present and easily available, 
may tend to reduce the incidence of hospitalization in a mental 
institution. 

Another factor that must be considered is the average age of 
the population. Since the incidence of hospitalized mental patients 
increases directly with age, it would follow that with an increase 
in the average age of the population, the rate of incidence would 
increase, without, however, there necessarily being any increasing 
incidence at any age level. It is well known that the population of 
the United States is becoming increasingly an older population, so 
that we would expect an increase in mental patients on this basis 
alone. 

A fourth factor that would result in an increase in the hospital- 
ized population without an increase in the rate of mental disorder 
would be an increasing willingness to hospitalize patients. With 
the greater urbanization of the population, and the trend toward 
smaller dwellings concomitant with smaller families, and with 
smaller family units limited to the immediate family of parents 
and children, it is more difficult to care for an older disturbed rel- 
ative, Hospitalization or institutionalization of such persons has 
undoubtedly become more common (23, pp. 76-82). 

Urban rates of first admissions are about twice as high as rural 
rates (33, p. 46). The greatest difference is in the older age groups, 
and Landis and Page attribute this urban-rural difference to the 
fact that there is less opportunity for caring for the aged in urban 
communities (33). Urbanization, and its concomitant industrial- 
ization, and the increasing average age of the population thus work 
together to increase the incidence as well as the absolute numbers 
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of older persons hospitalized. Deutsch states well this explana- 
tion for increased hospitalization: "The economic trend that has 
transformed our society from a dominantly agricultural to an over- 
whelming industrial one has carried in its wake a weakened tolera- 
tion for older people. . . . In the old days people took it for 
granted that mental enfeeblement often accompanies old age. . . . 
Nobody would have thought of sending an aged relative to an 
asylum just because he or she was confused or forgetful or gar- 
rulous. But in our small, crowded apartments, elderly folks get in 
the way. . . . They need special attentions that eat into a busy 
life" (13, pp. 147-148). Thus an increase in urbanization would 
result in increased hospitalization without necessarily indicating 
an increase in total incidence of mental disorder. 

An illustration of the significance of this age factor is given by 
Kramer (31, pp. 11-12). He points out that between 1940 and 
1950 the rate of first admissions per 100,000 population sixty-five 
years of age and over increased from 170.4 to 204.9. The increase 
in the rate varied widely among the states, from sizable decreases 
to 174.0 percent. Kramer writes: "What do these differences 
mean? Do they reflect true geographic differences in the incidence 
rate of psychopathology in this age group, or do they represent 
differences in the way the different states handle the problems of 
PSychopathology of the aged?" (p. 12). 

Finally, the advances in psychiatry and the development of an 
awareness of mental and emotional problems fostered by the wid- 
€ning mental hygiene movement may make the identification of 
the mentally disabled easier than it was earlier. Such people are 
recognized and properly hospitalized more frequently now. 

All these factors might account adequately for the increase in 
hospitalization for mental disorder, and the apparent increase in 
its rate. The fact that not all the mentally ill are hospitalized makes 
any accurate conclusion almost impossible. Goldhamer and Mar- 
shall (23), studying the admissions to mental hospitals in Mas- 
Sachusetts from 1840 to 1941, conclude that there has been no 
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increase in the rate of psychosis during the hundred year period. 
There are those who might agree that psychoses are not increasing, 
but not that the psychoneuroses are not. It is impossible, however, 
to settle this statistically. 

Although we must conclude that there is no proof of an increase 
in the rate of mental illness, it is possible that our estimates of its 
existence may be underestimates. This is so because of the inade- 
quacies of facilities for care and treatment, and the fact that the 
shame and guilt which are still too often connected with mental 
and emotional disabilities continue to result in the concealment of 
many instances. There are still cases, which occasionally appear in 
the news, of such persons being hidden in back rooms and attics. 


COSTS OF MENTAL ILLNESS 


The widespread incidence of emotional disabilities is itself evi- 
dence of the tremendous cost to individuals and to society. The 
cost of caring for the hospitalized patients in 1955 was over 620 
million dollars (61). The cost of veterans’ psychiatric hospitals 
is about 225 million dollars a year, and almost one-half billion 
dollars a year goes to veterans in compensation for service-con- 
nected psychiatric disorders, Approximately one and one-half bil- 
lion dollars a year is spent for mental health services, with the 
cost rising at the rate of 100 million dollars a year. It is estimated 
that new patients admitted each year to mental hospitals lose about 
one and three-quarters billion dollars in potential earnings during 
the course of their illness. The loss to society because of the lack 
of productiveness of these patients should be added to this. When 
the inestimable cost for the care of those outside of hospitals, and 
the loss due to their inability to function at an optimal level are 
added, the total would be considerably more, perhaps amounting 
to several billion dollars annually. The importance, on this basis 
alone, of curing and rehabilitating these patients is clear. The 


purely and primary human value is too obvious to require more 
than mentioning. 
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EXTENT OF RECOVERY OR CURE 


The effectiveness of treatment of mental and emotional disorders 
is the subject of considerable disagreement. This is not the place 
to review the problem. It will suffice to say that recovery is possi- 
ble, to greater or lesser degrees. It appears that in some cases such 
recovery or improvement may occur without any specific treatment. 
In other cases, the various methods of treatment, including psycho- 
therapy, the shock treatments, and chemotherapy appear to effect 
some cures. It is possible that it is not so much the type of treat- 
ment that is important, but the fact that some treatment is given. 
This suggests that perhaps a common factor in all treatments is the 
expression of interest in the patient, the breaking down of the bar- 
riers of isolation, and the opening up of the possibility of social 
contacts and communication on a normal basis. 

As suggested above, statistics on recovery and improvement are 
debatable. However, for hospitalized patients, hospital discharge 
rates are available, which give some indication of progress in treat- 
ment of the seriously disabled, and some idea of the extent of the 
problem of rehabilitation of this group of the emotionally dis- 
abled. Referring again to the report of the National Institute of 
Mental Health (51), we find that in 1940 there were 93,461 dis- 
charges from hospitals for the prolonged care of the mentally ill. 
In 1949 the number discharged was almost double this figure or 
184,366. In terms of the discharge rate per 1000 average patients 
on hospital books during the year, the discharge rate increased 
from 174.7 to 284.1 per 1000 patients, or an increase of 62.6 per- 
cent. The increase was greatest in V.A. hospitals and private hos- 
Pitals; the discharge rate for state hospitals in 1949 was 150.4 per 
1000. The different types of patients in the various hospitals influ- 
€nce this difference in discharge rate. The state hospitals, as con- 
trasted with V.A. private hospitals, have a much higher percentage 
of older chronic patients. Nevertheless, the discharge rate in state 
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hospitals rose from 129.4 in 1940 to 150.4 in 1949 and to about 
175.0 in 1955 (61). 

Another way to look at the chances of recovery in mental illness 
is in terms of what happens to groups of patients after admission. 
Kramer (31) summarizes the outcomes for the functional psy- 
choses, syphilitic psychoses, and mental diseases of the senium for 
the Warren (Pa.) State Hospital from 1916 to 1950. For the func- 
tional psychotics, the percentage released during the first year in- 
creased from 42 for those admitted in the period 1916-1925, to 
62 for those admitted during the period 1946-1950. The corre- 
sponding percentages for the syphilitic psychoses are 14 and 39. 
The percentage with syphilitic psychoses dying within one year 
dropped from 56 to 18 percent. (This, incidentally, is one reason 
for the increase in patients in mental hospitals, and the accumula- 
tion of older patients). For diseases of the senium there has been 
little change during the period studied—only about 14 percent are 
released within one year. Another report (26) compares the dis- 
charge rate for schizophrenics from the same hospital. Rates of 
patients discharged within ten years following admission increased 
during the period. The rates varied with age, being highest for 
those under twenty when admitted and lowest for those in the 
highest age level. For patients admitted during the period 1943 to 
1952, 80 percent of those under twenty, 77 percent of those from 
twenty to thirty-four, 74 percent of those from thirty-five to forty- 
nine, and 50 percent of those fifty and over were discharged within 
ten years. The fact that ten years had not elapsed since some had 
been admitted would lower the rates from their ultimate levels. 

While, as Kramer points out, “mental hospital statistics have 
not yet been sufficiently standardized to make it possible to com- 
pare the experience of Warren State Hospital with that of any 
other hospital in precisely the same terms” (31, p. 15, footnote), 
the same general trend applies. Some have attributed the increas- 
ing discharge rate to the newer types of therapy, particularly the 
shock treatments (insulin, metrazol, and electric shock). There is, 
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however, no good evidence that these treatments are responsible 
for the increase, and there is some evidence that the readmission 
rate for those so treated is greater than for those discharged with- 
out such treatment. 

Menninger (40), pointing out that on the average three out of 
five (about 150,000 of the 250,000) patients entering mental hos- 
pitals each year never leave alive, states that this is criminal. He 
claims that no other illness has a potentially higher rate of recov- 
ery. Where there is adequate treatment 70 percent of those ad- 
mitted can leave the hospital within three to six months, and 80 
percent within a year. He feels that with progress in providing 
more and better treatment this could be raised to 90 percent. 

The introduction of the new tranquilizing drugs has led to the 
hope that our mental hospitals will be nearly emptied (11, 31, 60, 
62, 64). It is still too early, however, to evaluate the long-term 
effectiveness, or the possible long-term hazards, of these drugs. 
They are not altogether without danger (1, 31). It must be pointed 
out that the discharge rate was rising before the introduction of 
these drugs. Probably the increase in release of mental patients is 
related to changes in attitudes of the staffs of mental hospitals, 
and the increasing interest and attention given to patients as a re- 
sult of this more hopeful attitude and of the larger staffs available. 

That this social psychological factor is important is shown by 
recent studies of the hospital as a therapeutic community (24, 28, 
29, 48). Utilization of the potentialities of the social environment 
appears to have the same results as the new drugs, in terms both 
of the discharge rate and the improvement in behavior of those 
Patients remaining in the hospital. The need for restraint, seclu- 
Sion, and sedation is reduced to practically zero (24). In the Bos- 
ton Psychopathic Hospital, under an active program of creating a 
therapeutic community in the hospital, the discharge rate rose to 
between 80 and 85 percent of admissions yearly, many patients 
being hospitalized less than three months. Under the stimulating 
Social environment, catatonia, as well as hypermotility almost dis- 
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appeared (24, p. 237). A follow-up study of the first hundred 
patients admitted to the hospital in 1946 found seventy-two in the 
community at the end of the first year, after a stay in the hospital 
which averaged about seventy-five days. At the end of the second 
year, seventy-six were in the community, and this figure remained 
the same for the next three years. Forty-five of the original group 
were not readmitted to the hospital during this period (24, p. 
241). 

Support for the value of the therapeutic use of the social envi- 
ronment apart from drugs and other treatments comes from a con- 
sideration of the efficacy of the so-called "moral treatment" used 
in America over a century ago (24, pp. 407-412). Consisting es- 
sentially of individual interest in, attention to, and respect for the 
patient as a social individual, this approach resulted in discharge 
rates equal to or higher than those of today. The decline of this 
method of treatment was accompanied by the fall of the discharge 
rate during the last half of the last century and the first decades 
of the present century. 

It would appear that, with the increased emphasis on treatment 
of mental hospital patients, and the resulting increase in all types 
of treatment, the discharge rate has been increasing. This will no 
doubt continue to be the case with the greater recognition of the 
problem of mental illness and the allotting of increased expendi- 
tures for the care and treatment of mental patients. The increased 
discharge and recovery and improvement rates resulting from more 
and better psychiatric treatment means that the problem of post- 
hospital and postillness vocational rehabilitation is increasing in 
size. While not all of these patients are suitable candidates for 
rehabilitation, since many of them may be improved only to the 
extent that custodial care may be changed from the hospital to the 
home, still the number who can benefit from vocational rehabilita- 
tion will increase more rapidly than the growth of the patient pop- 
ulation. Whether or not the rate of mental illness is increasing, 
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therefore, the number who need help in vocational rehabilitation 
is increasing at a higher rate. 


THE NATURE OF MENTAL ILLNESS 


DIAGNOSTIC CATEGORIES 


Statistics are available for hospitalized patients by diagnostic 
categories. The majority of patients (about 80 percent) in state 
mental hospitals are psychotics. Of this group, those with a diag- 
nosis of schizophrenia constitute about 25 percent of first ad- 
missions. Manic-depressives make up about 7 or 8 percent, and 
alcoholic psychoses constitute about the same percentage. Psychoses 
associated with age (senile psychoses, psychoses with cerebral ar- 
teriosclerosis) include about a third of state hospital patients. 
Those without psychoses include psychoneurotics, alcoholics (about 
7 percent of all hospitalized patients), psychopathic personalities, 
mental defectives, and those whose disorder is unclassified, un- 
known, or not reported. Descriptions of the various diagnostic 
categories will be found in abnormal psychology and psychiatric 
textbooks (9, 10, 32, 36, 37, 44, 57). 

A knowledge of the diagnostic categories is not particularly 
helpful to the counselor of the emotionally disturbed, however. 
There is general dissatisfaction among psychiatrists and psycholo- 
Bists with these systems. Classifications are not based on etiology, 
Prognosis, or symptomatology, but on a mixture of these. Agree- 
Ment in diagnosis among psychiatrists is notoriously unreliable 
(2, 19, 38). In addition to the individual differences in the use of 
the various categories there are differences among hospitals, and 
among sections of the country, so that the proportions of the vari- 
Ous categories mentioned above vary by hospital and by section of 
the country. Some of the sectional differences may reflect different 
types of patients, since diagnosis appears to be related to socio- 
cultural factors (21, 33). Fashions in diagnosis also appear to 
change, since there seem to be differences with time in the relative 
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use of diagnostic categories. “Diagnoses in psychiatry vary not only 
from one generation of psychiatrists to another, but from one hos- 
pital to another." * Further attention will be given to this area in 
Chapters 6 and 7. 

These considerations suggest that individuals making up the 
different diagnostic categories are heterogeneous. This is true. It 
appears that the differences within the major diagnostic categories 
are as great if not greater, than the differences among the cate- 
gories. This fact means that the usefulness of a diagnosis in under- 
standing an individual patient is very limited. 


SYMPTOMATOLOGY 


The emotionally disturbed vary tremendously in the manifesta- 
tions of their disturbance. They display symptoms ranging from 
overt delusions, hallucinations, and bizarre behavior, through acute 
depression or anxiety to mild anxiety and feelings of inferiority. 
There is some evidence that certain symptoms tend to go together 
(35, 58, 59). These groupings, or factors, do tend to overlap 
somewhat with diagnostic categories, as might be expected since 
symptoms are one basis for diagnostic classification. 

Again, however, symptomatology is not a particularly useful 
basis for the counselor in working with the emotionally disabled 
client. Clients with the same symptoms vary tremendously in al- 
most every other respect. 

In effect, there appears to be no classification of the emotionally 
disturbed which is useful in the sense that it groups together highly 
similar individuals, and can therefore form the basis for general- 
izations useful in counseling. In this respect the emotionally dis- 
abled are quite different from most groups of physically disabled. 


ETIOLOGY 


Although the problem of the etiology and nature of mental ill- 


80. Odegaard, Emigration and insanity, Acta Psychiatrica et neurologia, Sup- 
plementum, 4. Copenhagen: Levin and Monksganrd, 1932. Quoted in Eaton and 
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ness is not of direct concern to the counselor, a word concerning 
it is appropriate in terms of developing a more useful approach to 
the emotionally disabled. Theories of the origin of the functional 
mental disorders, in which no organic etiology has yet been dem- 
onstrated, include the constitutional, the psychological, and the 
sociological. It is possible, indeed probable, that no explanation 
limited to one of these can account for the origin, development, 
and nature of mental illness, but that all three factors are im- 
portant. A constitutional basis or predisposition, acted upon by 
certain psychological conditions, which in turn are related to soci- 
ological factors (such as isolation and restricted interpersonal 
communication, for example) combine to cause a mental or emo- 
tional disturbance. Each influences the expression and outward 
characteristics of the disturbance. No one influence without the 
others may be able to cause a disturbance, so that no one may be 
designated as the cause, Each is a necessary but not sufficient con- 
dition. 

Viewed from such a standpoint, the fact that constitutional fac- 
tors are present and necessary in the development of a mental dis- 
order need not lead to pessimism about preventing such disorders, 
nor suggest that the ultimate cure must be some type of chemo- 
therapy. It should be possible to determine the psychological and 
sociological factors that lead to breakdown, and to work on these 
as a means of prevention and treatment (6). 

A more specific formulation of this point of view is not yet pos- 
sible. But a suggestion, which appears to be supported by some 
research evidence, might be that the essential psychological factor 
involved in mental illness is some form of psychological conflict, 
and that the essential or main sociological factor is a defect in 
communication in interpersonal relationships. 

Whether personal conflict or social isolation comes first is not 
Clear; it may be that either sequence can lead to mental disorder. 
An individual with a deep personal conflict may become isolated 
because of his inability to co icate. Another individual may 
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through social isolation become unable to communicate and de- 
velop conflicts as a consequence of failure to develop intimate 
social or interpersonal relationships. 

The social or sociological approach to mental illness is a stimu- 
lating point of view that has recently been given considerable at- 
tention (6, 7, 8, 12, 13, 14,15, 16, 17, 18, 20, 21, 23, 27, 30, 45, 
48, 49). Sociologists find that the incidence of mental disturbances 
is greater in areas of transition, high mobility, and lack of close 
interpersonal relationships. Out of these observations has devel- 
oped the cultural isolation theory of emotional disorder, and the 
implication that isolation is a cause of the disturbance. There is 
no doubt that difficulty in social communication is present, but 
some view it as a result rather than a cause. Clausen and Kahn 
taise this question, “Is isolation a symptom of already-developing 
illness; is it an essential condition for the subsequent development 
of illness; or is it, possibly, both symptomatic of the beginning of 
illness and a cause of its further development?” (12, p. 146). It 
would seem to be profitable to view isolation as a circular process, 
both a cause and effect. The success of the therapeutic community 
approach to mental disturbance, which breaks through the isola- 
tion, might indicate that isolation bears some causal relationship 
to the emotional process. On the other hand, it could well be, as 
some studies suggest (30), that social isolation begins as a result 
of certain personality characteristics, such as shyness, timidness, 
and fearfulness, Even in such cases, however, the providing of a 
therapeutic environment, encouraging trust in the environment, 
could well lead to increased interaction that would result in revers- 
ing the process of isolation and illness. 

These considerations suggest why it is that the diagnostic and 
symptomatic approach to understanding the mentally ill is not par- 
ticularly useful. In terms of the writer's approach, symptoms are 
in a sense accidental, the result of the particular experiences and 
environment of the patient, which determine the expression, but 
not the fact or essential nature.of the disorder. The content of the 
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disorder, like the content of delusions, is determined by the envi- 
ronment. This point of view appears to be consistent with recent 
sociological studies of mental disorder, in which the incidence and 
types of mental illness have been found to be related to occupa- 
tion, social class, and socioeconomic status (45, 49). 


A BASIS FOR UNDERSTANDING 


A more useful approach to the emotionally disabled is suggested 
in terms of personality and social characteristics. The emotionally 
disturbed are characterized by internal conflict, which may result 
in or be caused by defects in social communication. It is this im- 
Pairment of contact and communication that appears to be the 
important factor in adjustment in society. The degree of contact 
and communication may constitute a continuum along which the 
emotionally disturbed may be placed. This continuum might even 
be considered an indication of the severity of the disturbance. 

This point of view should enable the counselor to reach a better 
understanding of the emotionally disabled, to see such clients as 
not basically different from the rest of us. It should help him avoid 
the attitude that mental illness is a stigma, a sign of weakness or 
degeneration, Emotional disturbances can be seen not as something 
Mysterious or incomprehensible, but as a natural result of a com- 
bination of circumstances or conditions. The emotionally disabled 
are not so likely to be thought of as malingerers, or as individuals 
who willfully or consciously develop symptoms that they could 
control if they really wanted to. Emotional disturbances can be 
recognized as likely to happen to anyone. They are no respecters 
of social class, economic status, or intellectual level. 

The attitude of the counselor toward emotionally disturbed 
clients is of major importance. It is felt that the approach to men- 
tal illness outlined here will contribute to the development of an 
attitude that will make it possible for him to contribute to the reha- 
bilitation of such clients. We shall return to this in more detail im 
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our discussion of the counselor and the counseling process in later 
chapters. 


SUMMARY 

The emotionally disturbed constitute probably the largest single 
gtoup of the disabled in our society. It is difficult to obtain accurate 
figures on the incidence of mental disorder and its various forms. 
There are almost 700 thousand patients in mental hospitals in the 
United States. There are more beds for mental patients than for 
all other hospital patients combined. There are probably ten to 
fifteen million persons outside mental hospitals who are disabled 
to some extent by mental or emotional disorders. Whether or not 
the rate of mental illness is increasing is debatable. The absolute 
number is increasing with the population increase, however. 

The fact that, with more and improved treatment, the rate of 
hospital discharges is increasing points up the increasing impor- 
tance of assisting these former patients in returning to community 
life, and in achieving vocational rehabilitation. 

The diagnostic and symptomatic approach to mental illness is 
not felt to be particularly useful to the counselor of the emotion- 
ally disabled. An approach to the etiology and nature of mental 
disorder is briefly outlined, which it is felt should be of value to 
the counselor. Some implications of this approach for the attitude 
of the counselor toward the emotionally disabled are suggested. 
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Past and Present Services in the 
Rehabilitation of the Emotionally Disturbed 


Rehabilitation is a broad term, designating a long process that 
begins with the onset of illness or disability and continues to the 
point where the greatest possible degree of improvement and ad- 
justment is achieved. Although some have suggested rehabilitation 
as a remaking of the individual, it is perhaps better and more 
commonly conceived of as a restoration, or reéstablishment, of a 
prior condition or level of adjustment and achievement. It includes 
medical and psychiatric treatment, but is not only that. It includes 
physical and mental rehabilitation and reéducation, but does not 
stop there. 

Total rehabilitation has been defined by the National Council 
on Rehabilitation as "the restoration of the handicapped to the 
fullest physical, mental, social, vocational and economic usefulness 
of which they are capable" (31). 

Vocational rehabilitation is thus part of a long process of reha- 
bilitation, It is usually one of the later, or the last, of the services 
provided in a total rehabilitation procedure, though it often does, 
and should, begin relatively early in the total process, Thinking 
and planning about future vocational rehabilitation should enter 
into the planning for total rehabilitation from the beginning. 

Often, however, particularly with the emotionally disabled, the 
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vocational aspect of rehabilitation is neglected or even ignored. 
Although there are exceptions, attention has been concentrated on 
and often limited to the other more medically oriented aspects of 
rehabilitation. Rehabilitation has frequently been conceived of as a 
purely medical process. Vocational rehabilitation, including place- 
ment, has often not been given much consideration. It has some- 
times been relegated to the position of an afterthought, and left 
to chance or to the efforts of the patient himself. Some indication 
of the lack of attention given to this aspect of rehabilitaion may 
be found in the fact that in a recent review of the literature on the 
rehabilitation of mental hospital patients (20) fifteen out of sixty- 
four pages are devoted to “how can the gap between the hospital 
and the community be bridged,” and of these fifteen pages only 
about one page is devoted to problems of work and vocational 
assistance. Only about ten out of 190 references are concerned with 
vocational rehabilitation. 


SIGNIFICANCE OF VOCATIONAL ADJUSTMENT 


While vocational rehabilitation cannot, of course, be considered 
as the most important aspect of total rehabilitation, its significance 
warrants more attention than it has received, The effort involved 
in psychiatric treatment, including psychotherapy, group therapy, 
Occupational therapy, corrective therapy—the entire treatment proc- 
€ss—may come to naught in many cases if the patient is not able 
to achieve vocational or occupational status. Patients may be and 
often have been compelled to return to the hospital because of 
failure in this area. Realization of this is bringing increasing at- 
tention to vocational rehabilitation, and recognition of its often 
crucial importance in the total rehabilitation process. The adult, 
Particularly the male adult, finds it particularly difficult to main- 
tain his self-respect, and a feeling of having the respect of others, 
if he is not employed or engaged in some type of approved re- 
munerative activity. Work serves many purposes that are conducive 
to mental health, besides the basic one of providing the means of 
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obtaining food, shelter, clothing, and other necessities. If the indi- 
vidual is unable to provide these for himself, they are usually pro- 
vided by other agencies in our society. But the fact that this is 
necessary is damaging to the self-respect of the individual, thus 
affecting his mental health. Satisfying work provides self-respect, 
recognition, and prestige, a sense of usefulness to society. In addi- 
tion, work as an activity offers a means for release of tensions, 
anxieties, and conflicts, and may offer an outlet for creativity. And 
probably not the least of the values of work is the fact that it 
brings the individual into contact with other people on a stable, 
continuing basis, other workers in the same shop, office, or occupa- 
tion providing a group with which he can identify as well as asso- 
ciate. 

The importance of employment in rehabilitating the emotionally 
disturbed person has not been adequately recognized. Some author- 
ities and workers in the field have pointed out its significance, how- 
ever. Cohen (3) reviews some of the statements of workers that 
point out the significance of this factor in the progress of the 
mental patient after he leaves the hospital. Steckel (22, p. 807) 
wrote in 1922 that prognosis on discharge depends “not so much 
upon the symptoms of the individual patient as upon the environ- 
ment into which he is paroled and in which he is cared for.” He 
realized that an important element of the environment was its 
employment possibilities, Hoffman in 1939 wrote that "Certain 
parolees are much better able to readjust if they are kept busy with 
a steady job, or if they can build up their ego [sc] by being self- 
supporting” (10, p. 89). Lowrey, writing for social workers in 
1943, stated that “The difficulty of providing a suitable occupation 
is one of the stumbling blocks to successful social adjustment” 
(12, p. 93). Fore suggested that “In the state hospitals of Iowa 
there are an undetermined number of forgotten people whose 
recovery would be hastened through family case work and a well- 
directed program of employment" (6, p. 428) . Stevenson suggested 
that “If the state rehabilitation commission in close coóperation 
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with the mental hospital authority could develop a facility whereby 
the patient discharged from the mental hospital who has difficulty 
in finding employment could receive assistance it might have an 
important influence on the reduction of relapses” (23, p. 290). 
And Rockower writes that “The therapeutic outcomes of voca- 
tional adjustment were deemed to be salient to the total rehabilita- 
tion of the patient. From the viewpoint of mental hygiene, the 
heightening of a sense of self-worth in the individual in becoming 
independent through employment has meaning and significance 
beyond mere vocational adjustment” (19, p. 387). 

There is some research evidence in support of these statements. 
Stringham (25) reports a follow-up (averaging thirty months) 
of thirty-three male patients whose average age was fifty, and who 
had been hospitalized from four and one-half to twenty-seven 
years, Twenty-four of them were still out of the hospital at the 
time of follow-up, nineteen on their own and five in soldiers’ 
homes, Twelve were self-supporting. Six of the twenty-four had 
returned to the hospital but had been released again. Stringham 
tates the ability to obtain employment as the main factor in suc- 
cess in remaining out, and further states that the fact that the job 
Was away from home was important in eight cases. He felt that 
the most difficult problem in these cases was the opposition of the 
family to the release of the patient. 

A follow-up of 115 patients discharged from a Rehabilitation 
Centre in England (11) found that only two of the hundred who 
were traceable were hospitalized after an average of about two 
years after discharge. The fact that eighty-three were employed, 
and five women in addition were functioning as housewives may 
be related to this extremely low rate of rehospitalization. 

Cohen (3) reports an unpublished study by Pollard * in which 
it was found that twelve of fifteen schizophrenic patients who were 


1A. W. Pollard, A study of psycho-social factors in the rebospitalization of 
fifteen mental patients from trial visit. Unpublished master's dissertation, Atlanta 


University, 1953. 
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returned to the hospital after discharge were found to have been 
vocationally maladjusted prior to rehospitalization. Of course, their 
condition could have prevented such adjustment, but presumably 
assistance might have helped them achieve sufficient adjustment in 
this area to remain out of the hospital. Cohen himself (3) studied 
the adjustment of 114 veterans diagnosed as schizophrenic reac- 
tion, chronic, severe, eighteen months after release from the hos- 
pital. All were rated as “trainable for employment" at the time of 
release, and were classified into three groups: (1) had a job wait- 
ing; (2) knew what type of work he wanted; (3) no job and no 
idea as to the type of work he was going to look for. He found 
that fewer of those in the first two groups returned to the hospital, 
and that those with plans obtained employment more frequently 
than those without plans. Those who obtained employment re- 
mained out of the hospital longer than those who did not. There 
was no relation between severity of incapacity at release and rehos- 
pitalization. Cohen does suggest, however, that the capacity to de- 
velop a vocational plan may be related to severity of the disorder 
and thus may be prognostic because of this fact. 

Greenblatt et al. (7, p. 243) report a study of 106 patients who 
were still in the community three years after discharge, in which 
80 percent were working, most of them full time, 74 percent being 
self-sustaining or nearly so. The importance of this work in keeping 
them out of the hospital is suggested by the fact that family and 
community adjustments were poor. It seems to be true that fam- 
ily, social, and personal adjustment may be extremely poor while 
at the same time the individuals may be able to hold jobs, and by 
doing so avoid being committed to or returned to the hospital. 

The significance of employment in rehabilitating the mental 
hospital patient thus seems to be achieving recognition, and there 
is accumulating evidence in support of its importance. To be sure, 
the patient's condition influences his employability, but assistance 
in this area appears to be highly important in determining whether 
the patient remains out of or returns to the hospital. 
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NEGLECT OF THE EMOTIONALLY HANDICAPPED 


In view of its importance, it is unfortunate that the vocational 
and occupational rehabilitation of the emotionally disturbed has 
lagged considerably behind that of the physically disabled. As late 
as 1950 a textbook on counseling the handicapped (9) made no 
mention of the emotionally disabled. In 1920 Congress passed "An 
act to provide for the promotion of vocational rehabilitation of 
persons disabled in industry and otherwise, and their return to 
civil employment." There was no specific inclusion of the mentally 
disabled in this act, and by the definition of the word "handi- 
capped” they were excluded. 

The neglect of the emotionally disturbed may be attributed to 
the public attitude toward mental and emotional disorders. There 
has been a connotation of weakness, mental or moral, to mental 
disease, resulting in a sense of shame in those afflicted and in their 
relatives, and a tendency to avoid and shun such people on the 
part of others. The history of the attitudes toward mental illness 
is vividly told in such publications as Clifford Beers's "A mind 
that found itself” (1), first published in 1908, in Deutsch's "The 
Shame of the States" (5) and other similar publications. Much has 
been accomplished in recent years through the expansion of the 
mental hygiene movement, including the efforts of the National 
Association for Mental Health (formerly the National Committee 
for Mental Hygiene) and state mental hygiene societies. Never- 
theless, much still remains to be done to remove the stigma from 
Mental and emotional disorders, and to provide services to the 
emotionally disabled equivalent to those provided for the phys- 
ically disabled. Writing in 1946, Mary Switzer, Director of the 
Office of Vocational Rehabilitation, said that "The rehabilitation 
of the psychiatrically handicapped person is today about where 
Work for the blind was a few decades ago. We need to advance 
from the basket-making stage to the industrial assembly line. Our 
State hospitals are full of thousands of people who, if we had the 
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wisdom, skill, and patience might be productive workers for them- 
selves and for the country” (26, p. 391). Vocational rehabilitation 
services to these patients are very limited. Rennie, Burling, and 
Woodward wrote in 1949 that “Vocational rehabilitation of the 
psychiatrically handicapped has long been neglected. Too often 
after discharge from a psychiatric hospital have patients been left 
to their own initiative in finding work that is satisfying" (16). 
Even more recently Greenblatt e¢ al. reported their experience 
that "Too often the patient was brought by intensive efforts to the 
point of being psychologically symptom-free, only to find that after 
many weeks of hospitalization it was very difficult to adapt sud- 
denly to an eight-hour work day. In other cases he had spent his 
time at relaxing diversions, without turning his hand to the trade 
which was to be his job” (7, p. 240). 

Even at present we have a National Employ the Physically 
Handicapped Week, but the term emotionally handicapped is care- 
fully avoided. There are those who attempt to include the emo- 
tionally disabled in the concentrated efforts made during this week, 
but, because of the still relatively unfavorable public (employer) 
attitudes they feel they must avoid publicizing attempts to help 
those with such disabilities. Even the physically disabled them- 


selves have objected to the inclusion of the emotionally disabled 
in the program. 


THE CONTRIBUTION OF SOCIAL WORK 


In the absence of any other professional group taking responsi- 
bility for the vocational rehabilitation of the emotionally disabled, 
the social work profession, primarily psychiatric social workers, 
initially took on the task. Until the last few years, the literature 
in this field was the product of social workers together with a 
few psychiatrists. It was perhaps only natural that such workers, 
associated with mental hospitals, and to whom patients ready for 
discharge were referred by psychiatrists, should take on this re- 
sponsibility. The efforts were mainly directed toward placement. 
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Not being vocational counselors, these social workers made little 
if any use of tests or other instruments and techniques of voca- 
tional counseling. Vocational counseling constituted a small or 
nonexistent part of the services of the social worker in attempting 
vocational rehabilitation. Recent reports describing the activities 
of a social worker in vocational rehabilitation show this clearly 
(14, 24). There is no mention of vocational counseling as such, 
or of appraisal of aptitudes and abilities by tests. 

To some extent this situation has been true of the whole field 
of rehabilitation. Until relatively recently psychology, particularly 
academic psychology, has given little attention to the problems of 
the vocational rehabilitation of the handicapped. The medical and 
social work professions have undertaken the task, With the devel- 
opment of interest by psychology in the problem, its contributions 
have been recognized and used. To be sure, for some time rehabil- 
itation counseling has been done, particularly in the Veterans 
Administration and in the Office of Vocational Rehabilitation pro- 
Bram operating in the states. These counselors have usually had 
their basic training in psychology, but they have been regarded 
perhaps by the profession as fringe members (8). 


THE FEDERAL-STATE VOCATIONAL REHABILITATION PROGRAM 


Public Law 113, known as the Barden-LaFollette Vocational 
Rehabilitation Act, or simply as the Vocational Rehabilitation Act, 
Was passed by the Seventy-eighth Congress in 1943 to amend the 
1920 act. It strengthened and expanded the program of the Office 
of Vocational Rehabilitation, making possible the inclusion of 
services to the mentally and emotionally disabled by using the term 
"disabled" without definition. Mary Switzer states: "We felt a 
great advance had been made when mental illness was recognized 
on the same basis as physical illness" (26, p. 590). Prior to 1945 
Some state hospitals had attempted industrial placement and voca- 
tional activity as a part of treatment. Social agencies, schools, and 
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private vocational agencies also gave some service to mental hos- 
pital patients. 

Miss Switzer, as Director of the Office of Vocational Rehabil- 
itation, has outlined the achievements under this Act during the 
ten years following its passage (27, 28). Of interest here is the 
expansion of services to the mentally and emotionally disabled. 
The beginning was small, limited to those who gave fairly certain 
promise of being rehabilitated, to use as examples or proof of 
achievement (16). In 1944, 116 epileptics were rehabilitated; in 
1953, 1134, a gain of 877.6 percent. In 1944, 981 individuals with 
mental and nervous system diseases were rehabilitated; in 1953 the 
number was 2980, an increase of 203.8 percent (27). While the 
rate of the increase is large, the mental and nervous disease cases 
rehabilitated constitute a small proportion of the total number 
rehabilitated, less than 5 percent of the total of 61,000 rehabil- 
itated in 1953. This is, of course, much below the Proportion of the 
emotionally disabled in the total disabled population. And in terms 
of the magnitude of the absolute number who could benefit from 
vocational rehabilitation, it is infinitesimal, Whitten (33) has 
pointed out that state rehabilitation agencies have rehabilitated 
relatively few individuals in the two largest categories of disabled. 
Persons with heart and circulatory diseases, and with mental and 
nervous disorders constitute about 50 percent of the disabled, but 
less than 10 percent of those rehabilitated. The group with heart 
disease is difficult to rehabilitate partly because of age, while the 
mentally disabled are difficult to rehabilitate because of other rea- 
sons, including the nature of the disability and the attitudes of 
employers, factors that will be considered in later chapters. These 
difficulties together with inadequate resources and personnel, no 
doubt account for the fact that the needs of the emotionally dis- 
abled for vocational rehabilitation are being met so inadequately. 


Services to the disabled provided by state rehabilitation agencies 


include vocational counseling, placement in employment or train- 


ing, supervision and follow-up of employment or training, and the 
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provision of necessary ancillary medical services, including psychi- 
atric treatment. Financial support is given as necessary to cover 
living expenses, transportation, tuition and books, tools, licenses, 
and equipment. 

This program has been operated by the states with financial sup- 
port from the federal government. There have been problems of 
finding and keeping qualified counselors because of the relatively 
low salaries paid in many states. The program has been limited in 
scope, so that not all potentially eligible clients could be served. 
The stress on the number of rehabilitations accomplished has no 
doubt operated to reduce the number of the emotionally disabled 
who are served, since they are more difficult to rehabilitate and 
require more staff time per case. 

In 1954 Congress, in Public Law 565, passed the 1954 Voca- 
tional Rehabilitation Amendments. These provided for an expan- 
Sion of the program envisioning the rehabilitation of 200,000 
annually by 1959 (32). In addition to appropriating $24,500,000 
for rehabilitation services for the fiscal year 1955 (compared to 
$23,000,000 in 1954), Congress also appropriated $1,500,000 for 
improvement and extension of services, and $1,900,000 for re- 
Search and training, including $900,000 for a training program 
for counselors, To meet the needs for some twenty-three hundred 
to twenty-eight hundred additional rehabilitation counselors (in 
1955 there were about twelve hundred such counselors), funds 
Were made available for educational institutions to organize and 
Set up graduate curricula for the training of counselors. In addi- 
tion, stipends for over a thousand students, amounting to $1600 
a year for first year students, were made available. During the 
1956-1957 school year some thirty schools and over four hundred 
Students were involved in the program. Problems of curriculum 
content and counselor selection are not yet solved. It is to be hoped 
that particular attention will be given to the needs of counselors 
Specializing in the rehabilitation counseling of the emotionally 
disabled. 
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There is need for considerable expansion of state vocational 
rehabilitation services. As indicated above, there have been insuffi- 
cient funds and staff to provide anywhere near the required serv- 
ices. Cases have had to be selected in terms of those who could 
most likely benefit from the services, and many of the more diffi- 
cult cases that would require much time and effort could not be 
accepted. Counselors were required to carry too heavy a case load 
to be able to take on such cases. Moreover, there has been pressure 
in terms of reporting large numbers of completed or rehabilitated 
cases, to justify the program. This tended to lead to the choice of 
less difficult cases that could be relatively easily rehabilitated, to 
add to the statistics of completed cases. Possibly because of this 
pressure, there was little service to patients discharged from men- 
tal hospitals during the early years of the program, though a factor 
contributing to this, suggested by Rennie, Burling, and Woodward 
(16), may have been lack of knowledge of the program by hos- 
pital psychiatrists, resulting in no referrals from them. 

At any rate, these authors state that two years after the program 
started, only 14 of 1 percent of all cases referred to state rehabil- 
itation services came from state hospitals, and nineteen states had 
not served any psychiatric cases. 

Psychiatrists, particularly those in mental hospitals, have been 
slow in utilizing vocational rehabilitation services, perhaps in some 
cases as suggested above because of ignorance of the existence of 
the services. However, these services were brought to the attention 
of psychiatrists in 1943 and 1944 (2, 23). Moreover, few if any 
attempts have been made by psychiatrists to include vocational 
counseling services in the total treatment program (13). Only a 
relatively few states have rehabilitation counselors working in 
mental hospitals, with the exception of Veterans Administration 
hospitals. In most cases the hospitals have not sought counselors, 
but the state rehabilitation agencies have taken the initiative in 
offering services. This reluctance, even resistance in some instances, 
to utilize vocational rehabilitation counselors is inconsistent with 
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the recognition and evidence of the importance of this service dis- 
cussed in an earlier section. 

This situation is being remedied, and the number of vocational 
rehabilitation counselors working in state hospitals and with the 
nonhospitalized emotionally disturbed is increasing. 


THE VETERANS ADMINISTRATION 
VOCATIONAL REHABILITATION AND EDUCATION PROGRAM 

In 1918 Congress passed a Vocational Rehabilitation Act that 
provided for the rehabilitation of disabled veterans. The program 
was administered by the Federal Board of Vocational Education 
until 1921, when it was taken over by the newly created Veterans 
Bureau, which continued to provide services under the act until 
1928. Mentally as well as physically disabled veterans were coun- 
seled and trained under this program. 

In 1943, prior to the passage of the Borden-La Follette Act, 
Congress passed Public Law 16, the Vocational Rehabilitation Act 
for Disabled Veterans of World War II. Public Law 894, passed 
in 1950, extends vocational rehabilitation benefits to Korean vet- 
erans. This law provides that any veteran “who has a disability 
incurred in or aggravated by such service for which pension is 
Payable under laws administered by the Veterans Administration, 
Or would be but for receipt of retirement pay, and is in need of 
Vocational rehabilitation to overcome the handicap of such dis- 
ability, shall be entitled to such vocational rehabilitation as may 
be prescribed by the Administrator of Veterans' Affairs to fit him 
for employment consistent with the degree of disablement." Train- 
ing is limited to a maximum of four years. Counseling is provided 
at Regional Offices (now numbering almost seventy) in the forty- 
eight states, Puerto Rico, Alaska, Hawaii, the Philippines, and the 
District of Columbia, and in contract guidance centers (now about 
Sixty-five) operated by educational institutions. Severely disabled 
Veterans are counseled at the Regional Offices (21). 

This program has definite time limitation by law. Services for 
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World War II veterans expired July 25, 1956, except for those 
veterans who were unable, because of physical or mental condi- 
tions, to use the services in time to complete a program of training. 
These veterans have until July 25, 1960, to complete a training 
program. For Korean veterans the ending date for benefits is Jan- 
uary 31, 1963, except for those whose physical or mental condition 
prevents their taking advantage of the opportunity in time to 
achieve rehabilitation by this date. 

Under this program, veterans who are eligible for training re- 
ceive a subsistence allowance, in addition to disability compensa- 
tion, and payment of tuition fees and for necessary supplies is 
provided by the V.A. 

An evaluation of this program was recently submitted to Con- 
gress (30). Our interest here is in the results with the emotionally 
disabled veteran. Veterans whose condition was psychiatric in ori- 
gin constituted almost one-fifth of the 600,000 trainees under this 
program. They included about 21,000 veterans with a diagnosis of 
psychosis, and about 92,000 with a diagnosis of psychoneurosis. 
Fifty-seven per cent of those veterans with a diagnosis of psycho- 
neurosis who entered training completed the training program. 
Forty-three per cent of those with a diagnosis of psychosis com- 
pleted training; this was the lowest proportion completing training 
in any disability category. For all disabilities combined 66 percent 
completed their training programs. It can thus be seen that the 
rate of completion is lower for veterans with psychiatric disabil- 
ities. The only group with a lower rate of completion than the 
psychoneurotics, other than the psychotics, were the tuberculous, 
with 56 percent completing training. Of the psychiatrically dis- 
abled veterans who completed training, 93 percent were found 
employed in a follow-up study of a national sample. This com- 
pares with 95 percent of the total disabled sample who were em- 
ployed. Eighty-four percent of those employed were using skills 
learned in training. Nearly half of those not completing their train- 
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ing were working in jobs that utilized the skills in which they were 
trained. 

Twenty-seven percent of all disabled veterans entered some type 
of training. However less than 25 percent of neuropsychiatrically 
disabled veterans entered training. The neuropsychiatrically dis- 
abled constitute about 30 percent of all disabled veterans, but only 
about 20 percent of those entering training. It therefore appears 
that a smaller proportion of neuropsychiatrically disabled veterans 
entered training. The difference is not great, however, and may 
represent the more disabling effect of the neuropsychiatric dis- 
abilities. It would appear that the V.A. has succeeded in extending 
its services to a greater proportion of emotionally disabled veterans 
than is served by other vocational rehabilitation agencies. Never- 
theless, in terms of the estimates of the proportion of the emo- 
tionally disabled who are in need of vocational help, it would 
appear that not all who would benefit from vocational rehabilita- 
tion have been reached. 


THE VETERANS ADMINISTRATION HOSPITAL 
COUNSELING PROGRAM 
Counseling of veterans hospitalized in V.A. hospitals, who were 
eligible for benefits under Public Law 16, was begun in 1943, when 
Counselors were assigned to Valley Forge General Hospital, Penn- 
Sylvania, and Old Farm Convalescent Hospital for blinded vet- 
€rans in Connecticut. In 1945 counseling was extended to all V.A. 
hospitals discharging more than twenty-five veterans per month 
that desired such service; hospitals with fewer than twenty-five 
discharges per month were served by V.A. Regional Office staffs. 
In 1947 counseling units operating in hospitals began functioning 
independently of Regional Offices, under the administrative direc- 
tion of hospital management. 
As the counseling load declined in Regional Offices during the 
late forties, many experienced counselors transferred from this 
Program into the expanding hospital program, which operated in- 


44 Counseling the Emotionally Disturbed 


dependently of the Regional Offices under the hospital managers’ 
administration, with no centralized organization. In 1952 this was 
changed, when a Division of Counseling Psychology was set up 
in the Department of Medicine and Surgery and took over the 
hospital counseling program. The position of Counseling Psy- 
chologist was established, requiring the Ph.D. degree. For those 
counselors in the program without Ph.D.’s (the vast majority) and 
for training future counselors for the program, a subsidized train- 
ing program was developed along the lines of the V.A. training 
program for clinical psychologists which had been established over 
five years earlier. 

This program has developed to the point where over fifty of 
173 hospitals, including those with neuropsychiatric sections as 
well as hospitals handling only neuropsychiatric patients, have a 
vocational counseling staff. Acceptance of the services is the pre- 
rogative of the hospital manager, and many do not recognize the 
need for them. No statistics on the activities of this program are 
available at this time. Veterans who are eligible for education and 
training benefits under Public Law 16 and Public Law 894 are 
counseled in collaboration with Regional Office counselors, or are 
transferred to Regional Office counseling sections for completion 
of counseling following discharge from the hospital. The hospital 
program also serves veterans who are not eligible for education 
or training, either because their disability is not service-connected, 
or because they are World War I or peacetime veterans. Such vet- 
erans do not receive assistance in training from the V.A. 

The V.A. programs serve only veterans, while the Office of Vo- 
cational Rehabilitation serves civilians, and also is able to provide 
assistance in education or training programs for veterans who are 
not eligible for such assistance from the V.A. A difference in ad- 
ministration and procedure in rehabilitation also exists in the pro- 
grams. While the Office of Vocational Rehabilitation counselors 
not only counsel the client toward a vocational objective but also 
perform placement functions and provide supervision and fol- 
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low-up of employment or training, in the V.A. these two functions 
are separated. The V.A. counselor is responsible only for assisting 
the veteran in reaching a suitable vocational objective, and does 
not deal with the veteran after this, except in the case where the 
counselor provides personal adjustment counseling as an aid to the 
veteran during training. Personal adjustment counseling is volun- 
tary, however, and is not supervisory in nature, but therapeutically 
Oriented. Placement of the veteran in a school or on-the-job train- 
ing program, and supervision of such training is a function of a 
V.A. training officer rather than the counselor. 

Veterans who can best be rehabilitated by placement in a straight 
job, rather than through education or training, are sometimes 
placed by a V.A. training officer. However, the V.A. does not 
Operate an employment or job placement service. Such cases are 
usually referred to the State Employment Service for placement, 
following counseling. 


STATE EMPLOYMENT SERVICE ACTIVITIES 


State Employment Service offices have long provided counseling 
and placement services to the handicapped, including the emo- 
tionally disabled. The vocational rehabilitation programs described 
above have utilized the placement services, frequently entering into 
Coóperative agreements with the State Employment Service. 

With its large case load, the Employment Services, while ren- 
dering invaluable service, in many cases were unable, because of 
lack of staff time, to give the necessary or desirable personal service 
Iequired in the placement of the disabled. In 1954 Public Law 565 
legally placed responsibility for the placement of the handicapped 
9n the Employment Service, without, however, removing this re- 
Sponsibility from state vocational rehabilitation agencies for their 
Own cases. Congress appropriated $850,000 for 1955 for this ex- 
Pansion of services. Plans submitted by the State Employment 
Services under this act must include provision "for the promotion 
and development of employment opportunities for handicapped 
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persons . . . and for the designation of at least one person in 
each State or Federal employment office, whose duties shall include 
the effectuation of such purposes." Many local offices now have 
staff members whose sole duty is the placement of the handi- 
capped, on an individual and personal basis, working in the field 
rather than in the office most of the time. The Employment Service 
has entered into an agreement with the V.A, for the provision of 
these services to seriously disabled veterans. These specialists also 


work closely with state rehabilitation counselors to assist in better 
placement. 


OTHER SERVICES 


A number of public and private hospitals attempt to provide 
assistance to their discharged patients in their vocational rehabil- 
itation. These services are usually a part of the task of Social Serv- 
ice departments, although a number of private hospitals have active 
educational and occupational therapy departments that are com 
cerned with this area to some extent. However, few hospitals main 
tain their own vocational counseling services. The same situation 
exists in the out-patient clinics. The value and possible results 
achieved by providing such services in hospitals and out-patient 
clinics are shown in the pilot studies reported in Rennie, Burling; 
and Woodward (17) and in Rennie and Bozeman (15). 


SUMMARY 

Vocational rehabilitation services to the emotionally disabled 
have lagged behind those to the physically disabled. Although 
World War I veterans with emotional disabilities were included 
in the veteran rehabilitation program established in 1918, there 
Was no provision for the rehabilitation of the nonveteran em 
tionally disabled in the Vocational Rehabilitation Act of 1920. The 
unfavorable attitude, characterized by shame and blame, toward 


the emotionally disabled has no doubt had a retarding effect 0P 
efforts in rehabilitation in this field. 
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The Barden-LaFollette Act of 1943 made possible the providing 
of vocational rehabilitation services to the emotionally disabled. 
The actual provision of such services has not been great, because 
of the paucity of knowledge in this field and the lack of adequately 
qualified personnel. The 1954 Vocational Rehabilitation Amend- 
Ments promise to remedy this situation by providing additional 
funds for service to the emotionally disabled along with the phys- 
ically disabled, and by providing funds for training rehabilitation 
counselors, The plans for tripling the number rehabilitated by the 
Office of Vocational Rehabilitation program by 1960 will not, 
however, meet the needs for service of the emotionally disabled, 
since the proportion of the emotionally disabled served so far in 
this program is much below the proportion they constitute of all 
the disabled. If the emotionally disabled are to be given the serv- 
ices they need and deserve, there will have to be a greater expan- 
sion of services in this area than in the area of service to the 
physically disabled. 

In 1943 Congress also established a vocational rehabilitation 
Program for disabled veterans of World War II, and in 1950 ex- 
tended these benefits to Korean veterans, This program, adminis- 
tered by the Veterans Administration, by 1952 had served about a 
hundred and twenty thousand veterans with service-connected diag- 
noses of psychosis and psychoneurosis. The results in terms of suc- 
cessful rehabilitation and employment have been encouraging, 
though success with the emotionally disabled has not been as great 
as with veterans with other disabilities. 

From the beginning of its program, the V.A. began to provide 
Vocational counseling services to eligible hospitalized veterans. In 
1952 the Department of Medicine and Surgery of the V.A. took 
this program over from the Vocational Rehabilitation and Educa- 
tion Division and made the services available to all hospitalized 
Veterans, whether they were eligible for benefits under the voca- 
tional rehabilitation laws or not. 

Emotionally disabled veterans and nonveterans for whom place- 
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ment in employment has been necessary for rehabilitation have 
been served by the State Employment Services. In 1954, the need 
for special attention to the placement of the severely disabled, in- 
cluding those with emotional disabilities, was recognized in the 
establishing of special placement officers in the Employment Serv- 
ice. These specialists give their entire time to the placement of the 
severely disabled, making contact with employers in the field, and 
giving personal assistance to the disabled applicant. This service 
is used by the state rehabilitation agencies as well as by the V.A. 
programs. 

Thus it may be seen that there has been considerable progress 
in the vocational rehabilitation of the emotionally disabled. Much 
remains to be done, however. The need for such service will in- 
crease. Although the rate of mental disease may not be increasing, 
the absolute number of such disabled is increasing. The number of 
those who need vocational rehabilitation services is much greater 
than the available services have been able to reach. It has been 
estimated (17, 34) that about 10 to 15 percent of the patients dis- 
charged from mental hospitals each year are in need of vocational 
rehabilitation. At the present time there are almost two hundred 
thousand patients discharged from our mental hospitals each year. 
Even 10 percent of these would constitute a case load over six 
times that handled by state rehabilitation counselors, When it is 
further recognized that only about 25 percent of the cases handled 
by state rehabilitation agencies were diagnosed as psychotics, which 
would be the diagnosis of the great majority of patients discharged 
from mental hospitals, then less than 3 percent of patients dis- 
charged are given vocational rehabilitation services. Dr. R. H. 
Felix, Director of the National Institute of Mental Health, esti- 
mates that about half of the first admissions to mental hospitals 
who now are doomed to remain in the hospital for over five years 
(amounting to about one-fourth of all new admissions in the case 
of schizophrenics) and who now have little chance of ever leaving, 
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could be returned to the community with adequate treatment that 
included vocational rehabilitation (29, p. 42). 

With the increasing discharge rate from mental hospitals as a 
result of more and better treatment (see Chapter 1), it can be 
anticipated that the number of emotionally disturbed persons need- 
ing vocational rehabilitation services will increase considerably. 
Many of these will be older former patients, who will have other 
employment handicaps, including age. As time goes on, however, 
and treatment becomes more effective, with patients being hos- 
pitalized for shorter periods, the proportion of the mentally dis- 
turbed requiring vocational rehabilitation services who are in the 
younger ages will probably increase. More discharged patients will 
be potential workers. 

The estimate of out-patient clinic patients in need of vocational 
rehabilitation services is considerably higher. Basing their estimate 
of the presence of vocational problems on the client's work history 
and present employment, his own feeling of need for assistance, 
and the psychiatrist's evaluation of the client's need and the suit- 
ability of his present job, Rennie and Bozeman (15) found that 81 
percent of the men, and 75.6 percent of the women (all of whom 
were single) presented vocational problems sometime during treat- 
ment. Possibly the percentage of the emotionally disturbed needing 
vocational rehabilitation who are not in treatment is smaller than 
this, since vocational or occupational maladjustment was no doubt 
one of the immediate factors leading to the seeking of treatment. 
A study of 314 rejectees and 309 dischargees in 1945 found that 
54 percent needed vocational help.” 

With the expansion of out-patient treatment services the number 
needing vocational rehabilitation will increase. It is not too much 
to expect that every large out-patient treatment clinic will bave the 
Services of a vocational rehabilitation counselor in addition to clin- 

2S. W. Ginsburg. The need and demand for psychiatric care among neuropsy- 


chiatric rejectees and dischargees. New York City Committee on Mental Hygiene, 
1945. Referred to in Rennie and Woodward (18), pp. 146-147. 
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ical psychologists. The psychoneurotic and less seriously emo- 
tionally maladjusted are if anything less well served than those 
with a diagnosis of psychosis, in terms of the number who poten- 
tially need help. 

The number of emotionally disturbed who do not reach or do 
not need the services of a mental hygiene clinic is tremendous. 
Many of these people are vocationally maladjusted, and present 
themselves as clients to agencies offering vocational counseling 
services to the nondisabled. For this reason, all vocational coun- 
selors should have some training in working with emotionally dis- 
turbed clients. 

Thus it can be seen that the approximately three thousand reha- 
bilitated by O.V.R. in 1953 constituted a relatively small propor- 
tion of those needing help. Even if we include those assisted by 
other agencies, the number would be insignificant compared to the 
number who could be helped. 

Although some of those who became emotionally disabled in 
service would not have done so had they not been in service, many 
would have. However, since the disability originated in or was 
aggravated during service, they were served by the V.A, This 
means that a group of emotionally disabled were served by the 
V.A. who as civilians would be clients of another agency. With 
the expiration of the V.A., program, other agencies, such as O.V.R. 
will have an increased case load in the military age range. 

It appears that, in order to actually meet the needs in the field 
of the vocational rehabilitation of the emotionally disabled, pres- 
ent services would need to be expanded more than present plans 
call for, and for a longer time than that envisioned by the O.V.R. 
program. Progress in this area has been and is being made, but the 
need will continue to be greater than the available services for a 
long time. 
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THE COUNSELOR OF THE 
EMOTIONALLY DISTURBED 


CHAPTER 3 


The Personal Qualifications of 
the Counselor 


The questions of the type of person and the nature of the training 
desirable in counseling have not yet been resolved. This is partic- 
ularly true for the counselor of the handicapped. As far as can be 
ascertained by the writer there has been no consideration of the 
qualities and training required of the counselor of the emotionally 
disturbed as distinguished from the counselor of the physically 
handicapped. 

Yet, as will become apparent in succeeding chapters, the coun- 
seling of the emotionally disturbed presents different and, it is felt 
in some respects, more difficult, problems than does the counseling 
Of the physically handicapped. 

Basically, of course, there are no doubt certain qualities, and 
Certain kinds of preparation, which are required of all counselors, 
Whether they are dealing with the so-called "normal" client, the 
Physically disabled client, or the emotionally disturbed client, and 
Whether they are engaged in educational, vocational, rehabilita- 
tion, or personal adjustment counseling. 

There has been considerable concern and discussion in the past 
few years about the training of counselors in general, and, more 
recently, about the training of rehabilitation counselors. We shall 
teview these discussions in the following chapter, in the attempt to 
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reach conclusions about the desirable preparation for the counsel- 
ing of the emotionally disturbed. 

Before we consider the qualities and preparation of counselors, 
however, there are two questions to which attention should be 
given. The first is concerned with the nature of the general profes- 
sional background of the counselor of the handicapped. The sec- 
ond is the problem of the level or levels of training desirable for 
counselors in general, and rehabilitation counselors in particular. 


WHO SHOULD COUNSEL THE DISABLED? 


Who should engage in the vocational rehabilitation counseling 
of the handicapped, including the emotionally disturbed? Should 
this function be. performed by social workers, by psychologists, by 
psychiatrists or physicians, or by some other type of counselor? We 
have noted in Chapter 2 that in the past, and indeed at the present 
time, social workers have performed, and are performing, this 
service, particularly in hospitals and out-patient clinics. Physicians 
and psychiatrists have also, in some cases, performed this function 
to some extent with some of their patients. 

Until recently, psychologists as such have shown relatively little 
interest in this area. Dabelstein wrote in 1946 that "Very few 
persons with thorough psychological training are engaged in the 
[rehabilitation] program. . . . Psychologists as a whole have evi- 
denced very little interest and concern with the program of voca- 
tional rehabilitation as well as counseling and vocational problems 
of the disabled” (12, p. 121). 

Rennie and Bozeman (25), a psychiatrist and a social worker 
respectively, state that in their study of clinic patients "the social 
worker played a key role in the discovery of vocational problems 
and in their resolution through attention to and assistance with 
social aspects of the patients’ lives and through referral to voca- 
tional agencies” (p. 19). They go on to say that “furnishing 
services to help people achieve vocational adjustment is not the 
exclusive responsibility of any one profession or of any one type 
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of agency. Agencies offering generalized family or individual serv- 
ice, psychiatrists, and clinic social workers aided patients toward 
vocational adjustment by helping to overcome emotional and en- 
vironmental problems which affected capacity to make vocational 
adjustment and also by providing services specifically directed to- 
ward vocational choice, training plans, or job placement” (pp. 
19-20, italics the author's). 

Washington insists that "Vocational guidance, although not 
labeled as such, has always been a large part of the task of the 
social worker” (33, p. 548). He claims that “Vocational guidance 
would make much more rapid progress and its accomplishments 
would be much more vital if it were regarded as social work rather 
than education” (p. 547). A recent textbook in vocational coun- 
seling is written by a social worker from the point of view of social 
casework (1). Morris and Stevenson, a social worker and a psy- 
chiatrist, describe the vocational rehabilitation of twenty-five chron- 
ically unemployed psychiatric patients (24). The process was one 
of therapy focused on the need for employment, with pressure for 
the patient to find employment, including the cutting off of public 
assistance. Thirteen of the twenty who were rehabilitated found 
their jobs themselves, and the remaining seven through the State 
Employment Service and the State Vocational Rehabilitation Di- 
vision, The social worker's effort was in "offering support and 
guidance in discussing the suitability of different jobs which a pa- 
tient was considering” (24, p. 153). “Selection of work to suit the 
personality was usually achieved unconsciously by the patients 
themselves and was encouraged rather than thwarted by the ther- 
apist” (p. 155). This can be considered an aspect of vocational 
Counseling, of course. The total process is not what is ordinarily 
considered as vocational counseling; but as a means of stimulating 
the patients to become employable and employed it was apparently 
successful with these patients. 

There has been some conflict regarding the respective roles of 
social workers and vocational counselors in the rehabilitation proc- 
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ess (16, 18, 25, 26, 33). Social workers, conceiving their func- 
tion to be that of helping the individual to adjust in social and 
community relationships, might be expected to feel that vocational 
or occupational adjustment is included. Hamilton states that ‘‘re- 
habilitation counseling is a specialized application of social case- 
work” (18, p. 209). He feels that the rehabilitation counselor is 
not a social worker who has acquired the skills of a vocational 
counselor, nor a vocational counselor with social casework concepts 
and practice, but a member of a separate profession. 

However, vocational and occupational counseling of the non- 
disabled has long been a branch of psychology. Since its beginnings 
vocational counseling has developed to the point where it is a 
recognized specialtyywith a body of knowledge, skills, and tech- 
niques that have become relatively complex and technical in na- 
ture. The utilization of tests as objective measures of aptitudes 
and abilities, interests, and personality characteristics is in itself a 
highly developed specialty, directly a part of the field of psychol- 
ogy. This is an area where neither social workers nor physicians 
have adequate preparation or training. 

While social workers are skilled in such areas as interviewing 
techniques and the psychology of personal interrelationships in 
the community, they are not trained in the area of occupational 
information, job requirements and demands, training requirements, 
etc., a background that the counselor of the emotionally disturbed 
must have. Rennie and Bozeman continue the quotation above by 
stating that “Full evaluation of existing and potential job skills 
and of the relationship of those skills to vocational fields and the 
labor market was, however, seldom achieved without the addi- 
tional specialized professional competence of vocational service 
personnel” (25, p. 20). It thus appears that psychiatrists and so- 
cial workers recognize the need for specialized personnel to provide 
adequate vocational rehabilitation." However, as suggested above, 


1 It may be appropriate to mention here, however, that Ohio State University has 
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psychology has not identified itself with this area until recently. 
Even clinical psychologists working in mental hospitals and mental 
hygiene clinics have not usually concerned themselves directly with 
problems of vocational counseling and rehabilitation. 

Nevertheless, if we look at the workers already in the field, the 
majority of them have some background or training in psychology. 
This is particularly true of those counselors in the two Veterans 
Administration counseling programs described in Chapter 2. Some 
of them do have backgrounds in other areas, such as social work, 
education, personnel work, or the ministry, and a considerable 
number of the counselors in the Federal-State Vocational Reha- 
bilitation program have backgrounds in fields other than psychol- 
ogy (15). The major identification of all counselors, however, 
would appear to be closest to the field of psychology, even though 
psychology, until recently, has not actively claimed them. It would 
seem that this relationship with psychology should be even closer 
for the counselors of the emotionally disturbed, perhaps, than for 
counselors of the physically handicapped, although recently much 
attention has been given to the psychological aspects of physical 
disability. 

If it be agreed that the counselor of the emotionally disturbed 
should be basically a psychologist, the next question is what type 
of psychologist—clinical, educational, personnel, or vocational? It 
has been suggested above that the clinical psychologist has not 
been particularly concerned with the vocational adjustment of his 
clients in most cases. Neither does his background of training and 
experience provide him with the requirements of this field of work. 
He is more interested in personality diagnosis and appraisal, psy- 
chotherapy, and research in the field of emotional adjustment than 
in the vocational counseling and placement of his clients. It would 
appear that the vocational or counseling psychologist who has a 
background of dealing with the vocational adjustment of the nor- 


had for several years a program for the M.A. degree in vocational rehabilitation in 


the School of Social Service Administration. 
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mal individual is closest to this field of the vocational rehabilita- 
tion of the disturbed. The fact that counselors of the disabled in 
the two V.A. programs are now designated as counseling psychol- 
ogists suggests that this relationship is recognized. 

However, it is possible that the problems faced in the vocational 
counseling of the disabled are such that counselors of these clients 
require a background of training and experience so different from 
that of educational and vocational counselors of the nondisabled 
that a different title is desirable. State vocational rehabilitation 
counselors are designated as rehabilitation counselors, and the new 
program for training counselors for these positions identifies them 
as rehabilitation counselors. Whether it is desirable to establish a 
new area of psychology, with new designations, is a question. 
Possibly the designation of this field as rehabilitation psychology 
would serve some purpose in defining and delimiting it. It might 
appear to be logical to accept a distinguishing title for workers in 
this field, such as “rehabilitation psychologist,” or “rehabilitation 
counselor.” Both these terms are being currently used in state voca- 
tional rehabilitation. Nevertheless, vocational counselors of the 
disabled in the Veterans Administration are designated as "coun- 
seling psychologists." 

In discussing preparation and training, a distinction between re- 
habilitation counselors and other counselors serves a purpose, and 
will therefore be made, though with no commitment to its desir- 
ability or general usefulness. 


LEVELS OF TRAINING IN COUNSELING 

Committees of the American Psychological Association have 
been concerned for some time with the qualifications and training 
of psychological counselors. At the present time there seems to be 
rather general agreement that it is desirable to establish different 
levels of qualification and training, with different designations ap- 
plied to individuals working at the different levels. The use of the 
word "psychologist" would be restricted to what might be termed 
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the “journeyman” level, that is, training at the Ph.D. level or its 
equivalent. This has already been accepted in clinical psychology, 
with the title of “clinical psychologist” becoming limited to those 
with the Ph.D. or its equivalent. 

While in clinical psychology there is no provision for recogni- 
tion of individuals functioning at less than the journeyman level, 
in the field of counseling psychology the need for individuals func- 
tioning at a subdoctoral level is recognized. Counselors functioning 
at the doctoral level are designated as "counseling psychologists." 
Those at the subdoctoral level are designated as "psychological 
counselors." 

If rehabilitation counseling is to be differentiated from psycho- 
logical counseling in general, then the differentiation of the two 
levels of functioning would also appear desirable. The designation 
of the counselor functioning at the subdoctoral level as a rehabil- 
itation counselor would be consistent with the general field of 
counseling, and with the present usage of the term. The counselor 
functioning at the doctoral level would, following the example of 
the general field, be designated as a "rehabilitation psychologist." 
The Dictionary of Occupational Titles, under Educational Psychol- 
Ogist (0-36.23) lists Psychologist, Physically Handicapped, which 
Would perhaps provide a basis for coding and definition (13). 
However, the code number for this designation has been used 
to refer to the rehabilitation counselor. The Supplement to the 
D.O.T. (1 4) contains an entry for Counselor (guidance counselor; 
Vocational adviser; vocational counselor) with a different code 
(0-36.40) that might be adapted to include the rehabilitation 
Counselor. 

Having, it is hoped, agreed on the general professional back- 
&round most appropriate for counselors of the disabled, including 
the emotionally disabled, and the designation of two levels of such 
Counselors, we turn to the problems of their selection and their 


Preparation or training. 
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SELECTION OF COUNSELORS 


What kind of a person makes a good counselor? What personal 
characteristics and personality qualities should he possess? We do 
not have answers to these questions, There has to date been little 
attention given to the problems of the selection of counselors, or 
of counselor trainees. The American Psychological Association is 
preparing to embark upon such a study (7). We are forced, at 
present, to resort mainly to intuition and opinion in the selection 
of counselors. If we were only concerned about the ability of the 
candidate to master the academic requirements of two years of 
graduate work, or of the Ph.D. degree, we could do a fair job of 
selection. But can we make the assumption that successful students 
make good counselors? This would hardly appear to be a justifiable 
assumption. In the opinion of the author, the qualities that make 
for successful completion of academic training and those which 
make for good counseling are not necessarily identical. 

The clinical psychologists, while recognizing this problem, have 
apparently resolved it by accepting the assumption that although 
different, the good researcher and the good clinician can be, and 
usually are, combined in the same person. However, this has not 
been demonstrated, and there are at least some brilliant Ph.D.'s 
in clinical psychology who are not good clinicians, and some clin- 
ical psychologists who are not research-minded (22). The exten- 
sive research on the selection of clinical psychologists (20) resulted 
in some success in identifying those most likely to be successful 
scholastically, but extensive personality assessment failed to pre- 
dict the criterion. It is probable, however, that the criteria (even 
the ratings of therapeutic ability) were heavily weighted with 
scholastic achievement. It would still presumably be possible to 
find relationships between available personality measures and valid 
criteria of counseling ability as distinguished from scholastic 
ability. 


This has not yet been achieved, however, so we must limit our- 
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selves here to a review of suggestions regarding qualities desirable 
in counselors. Since it is felt that the counselor of the disabled is 
not different in kind from the counselor of the nondisabled, we 
shall consider qualities felt to be desirable in such counselors as 
well as those that have been stated as desirable in the counselor 
of the disabled, 


QUALITIES DESIRED IN ALL COUNSELORS 


When we look for even opinions about the qualities desirable in 
a counselor, however, we find little of a definitive nature. To be 
sure, almost every writer of textbooks in the field of counseling 
has something to say concerning this area, but none has provided 
an adequate discussion. Qualifications are stated in very broad and 
general terms (2). An example is the statement that “Counseling 
Psychology requires interests and personality characteristics which 
make intensive work with people interesting and satisfying" (30, 
P. 283). Hahn and MacLean (17, p. 17) speak of the character- 
istics of warmth, receptivity, objectivity, understanding, and toler- 
ance, Blum and Balinsky (3, p. 46), unlike most writers, feel that 
because of the difficulty of determining personal fitness for coun- 
Seling, it is useless to "indulge in glittering generalities and list 
Positive traits." 
_ Wrenn (36, p. 195) feels that such lists of desired attributes 
include ideal characteristics for a person in any profession, and are 
Not expressed in terms that can be readily appraised. He would 
limit attributes to those that can be appraised, and in addition to 
academic intelligence, lists a consistent interest in working with 
People as judged by a student's record and interest test patterns, 
€motional stability and objectivity as judged by those who have 
known him over a period of years, and scores on adequately vali- 
dated personality tests. He goes on to suggest that “If methods of 
appraisal were known there should be added these further distinc- 
tive qualities of a counselor: an abiding patience with people strug- 
Bling in the slow and reluctant growth situation of the interview; 
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sensitivity to the reactions and attitudes of others in the interview 
and in other social situations; the tendency to depend upon facts 
and observed data rather than upon opinions or hunches; the qual- 
ity of stimulating others to place confidence in him, to be trusted 
by them" (36, p. 196). 

Wrenn further writes that "A person who is professionally edu- 
cated but who lacks certain sensitivities and essential qualities may 
know a lot but prove to be a very poor counselor” (37, p. 9). He 
goes on to remark that a desire to be helpful or "to do good,” to 
be around people, is not adequate for counseling; liking people is 
important but more than sentiment is necessary. He feels that for 
counselors, “individuals must be found who are socially sensitive, 
emotionally mature, and intellectually able” (p. 11), who are mo- 
tivated toward both science and service. In another publication he 
lists as requirements "a strong interest in people sufficient to carry 
the worker over long days in varying human contact often without 
any relief; the capacity for suspended judgment and for an emo- 
tional detachment of oneself from clients and of problems and 
needs for oneself" (38, p. 279). 

Wrenn further believes that the personal qualities demanded in 
counseling cannot be provided by training. "If certain attributes 
are not present at the beginning of the professional training, the 
individual will not become an effective counselor, no matter how 
excellent the training program. Training, after all, merely sharp- 
ens the effectiveness of a personality whose structure is fairly well 
determined before the onset of graduate work" (36, p. 197). If 
this is true, then selection and retention become an extremely im- 
portant problem, While it is no doubt true that the basic personal- 
ity is formed prior to graduate school, there are probably unrealized 
potentialities in many individuals that can be brought out by train- 
ing and experience. Kelly (19, p. 681) has recently presented evi- 
dence that "significant changes in the human personality may 
continue to occur during the years of adulthood." 
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Robinson writes that “Clients want a counselor who is capable, 
has judgment, will maintain confidence, is interested in his clients, 
is willing to accept their approach to problems, is objective in atti- 
tude. Clients look for evidence of maturity . . .” (27, p. 43). An- 
other writer, taking the point of view of the employer rather than 
the client, says that what employers want is a counselor who has 
the ability to get along with people, is liked by people, and is warm 
and friendly (4). 

The National Vocational Guidance Association, in its manual 
on “Counselor Preparation,” includes the following statement re- 
garding personal qualifications: 

“The list of personal qualifications could be long and imposing. 
Even when analyses have been made of the actual characteristics 
of successful counselors these have been expressed in general terms 
that defy measurement or appraisal. A deep interest in people, 
Patience with them, sensitiveness to the attitudes and reactions of 
others, emotional stability and objectivity, a capacity for being 
trusted by others, a respect for facts—these are all essential qual- 
ities in a good counselor but their appraisal is difficult” (23, p. 20). 

The Committee on Counselor Training, Division of Counseling 
Psychology of the American Psychological Association also recog- 
nizes the problem of evaluating personal characteristics, but states 
as the goal the selection of students who are “intellectually able, 
Professionally motivated, emotionally and socially mature, and 
Curious about the unknowns in the field of psychology" (5, p. 
176), 

Thus although we have no adequate methods of assessing the 
Personal qualities that are considered to be desirable in counselors, 
it is rather generally agreed that a counselor should have a genuine 
interest in people and their problems, an understanding and toler- 
ance of differences and deviations, a respect for others, patience, 
and the ability to develop effective, harmonious relationships with 
Others with whom he works, as well as general emotional maturity. 
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QUALITIES OF THE REHABILITATION COUNSELOR 

These same characteristics are also, of course, desirable in reha- 
bilitation counselors. The Office of Vocational Rehabilitation, 
under personal qualities, lists, in addition to physical stamina nec- 
essary to meet the demands of the position, a "pleasing appearance 
and personality necessary for personal contacts involved; flexibility 
and adaptability; capacity to recognize and deal with the problems 
of individuals; interest in and understanding of the problems of 
the disabled; imagination, resourcefulness and initiative in meeting 
problem situations” (32, p. 7). It might be questioned whether 
pleasing appearance is essential; it might rule out certain people 
with disabilities involving disfigurement, who might nevertheless 
have pleasing personalities and other requirements, The interest 
in and understanding of the disabled appears to be the only essen- 
tial difference between the qualities of a general counselor and the 
rehabilitation counselor. The Committee on Personnel Standards 
of the National Rehabilitation Association includes among the 
skills required for rehabilitation counseling the “ability to establish 
and maintain a counseling relationship, including an understanding 
of the importance of the client's view" (6, p. 26). 


THE COUNSELOR OF THE EMOTIONALLY DISTURBED 

The counselor of the emotionally disturbed should possess the 
same qualities, possibly to a greater degree. Rennie and Wood- 
ward (26, pp. 314 ff.) list some of the primary qualifications for 
interviewers of the mentally disabled, and include among them a 
genuine interest in and liking for people; sensitivity to human rela- 
tionships; objectivity in seeing the counselee and his situation as 
they actually are, apart from his (the counselor’s) own feelings, 
convictions, or prejudices; avoidance of either anger or undue sym- 
pathy; a thoroughgoing respect for the individual, accepting him 
as he is, without attempting to make him over in his own image. 
These qualities approach those usually considered desirable in psy- 
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chotherapists. Mary Switzer along the same lines writes of the need 
for "a nice balance between effective understanding and oversolici- 
tude bordering on pity,” and “poised and relaxed understanding” 
(29, p. 395). 

An O.V.R. workshop on the rehabilitation of the mentally re- 
tarded and emotionally disturbed agreed that the counselor of the 
emotionally disturbed should have the same basic qualifications as 
any other counselor, but with “something else in addition both 
from the standpoint of personality and training. The group con- 
sidered emotional stability, a well-integrated and mature personal- 
ity as essential characteristics” (31, p. 59). 


STUDIES OF COUNSELOR QUALITIES 


One approach to the problem of determining qualities desirable 
in counselors would be to study the characteristics of practicing 
counselors, While the comparison of successful and unsuccessful 
counselors would yield the most significant results, the study of a 
total group of counselors should also provide us with some useful 
information, In effect, this would consider all practicing counselors 
as successful. 

Along this line, Wrenn (37) has studied a group of thirty coun- 
selor trainees, both M.A. and Ph.D. candidates. These may to some 
extent be considered as counselors since all had gone through a 
Process of selection and retention, and had had some experience in 
counseling. On the Allport-Vernon-Lindzey Study of Values they 
Scored highest on Theoretical (the men higher than the women) 
and Religion (the women higher than the men). The men scored 
higher on the Theoretical scale than the manual norms for under- 
Staduates and graduate students in education, On the Guilford- 
Zimmerman T. emperament Survey the group scored high on Re- 
Straint, Emotional Stability, Friendliness, Objectivity, and Personal 
Relations—the men above the 75th percentile, the women above 
the 90th percentile. Data on the Minnesota Multiphasic Personality 
Inventory were not analyzed in detail, but Wrenn reports high K 
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(T-score of 70 for the women, 65 for the men) and Ma scores, but 
points out that this is true of college populations in general, The 
Mf scale appeared to be high, Few of the students had deviations 
on the Hs or D scales, Three-fourths of the group scored below a 
T-score of 46 on the Sie scale, indicating that they tended to be 
socially extraverted, 

Cottle has reviewed the literature on the personality character- 
istics of counselors (8). One study of secondary school counselors * 
indicated that they were characterized by sympathetic understand- 
ing of youth, emotional stability, approachability, broad scope of 
knowledge and interests, good judgment, and common sense. An- 
other study * identified twenty-four characteristics, including fair- 
ness, sincerity, "personality," common sense, emotional stability, 
approachability, understanding of and ability to get along with 
others, interest in people, and flexibility and adaptability, 

These studies have been criticized as being based on opinions of 
observers or counselors. Another study referred to by Cottle had 
counselors list the traits necessary for counseling. The list included 
understanding, sympathetic attitude, friendliness, sense of humor, 
stability, patience, objectivity, sincerity, tact, fairness, and tolerance. 

Studies of counselors on the Strong Vocational Interest Blank 
have shown that counselors show strong interests in occupations 
dealing with people, as individuals and as members of groups. 
Kriedt (21) found that guidance psychologists showed social serv- 
ice interests on the Strong Vocational Interest Blank. 

Cottle (8, 9, 10, 11 ) has attempted to develop an instrument 
to differentiate between counselors and other workers in education 
and psychology. He contrasted the answers of male counselors in 
college counseling bureaus with those of male college students on 
the Minnesota Multiphasic Personality Inventory and the Guilford- 


? R. J. Bailey, The preparation, certification, and selection of personnel workers 
for the secondary schools of the United States. Unpublished doctoral dissertation, 
New York University, 1940. Referred to in Cottle (8). i 

3 R. D. Cox, Counselors and their work, Harrisbur 
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Zimmerman Temperament Survey. The counselors were signifi- 
cantly different from the general population norm on the F, Mf, 
and Sie scales on the M.M.P.I., leading the author to describe them 
as "more pessimistic, more interested in feminine types of activi- 
ties (dealing with people) and more extraverted than the general 
population norms" (9, p. 28). Compared with the college stu- 
dents, the counselors were lower on the Ma and Sie scales (more 
stable and more socially extraverted). On the G.Z.T.S. counselors 
appeared to be more emotionally stable, more objective, more 
friendly, and more successful in personal relations than the test 
norm group. Compared to the college students, the counselors devi- 
ated in the same direction on these four scales, and also appeared 
to be more restrained, more sociable, and more masculine than the 
college students. 

In a further study (10) 111 items from the two tests that dif- 
ferentiated between the counselors and students were revised, 
combined with thirty-nine items from the Strong V.LB. and ad- 
ministered to sixty male graduate students and counselors, and 
Sixty male teachers with no experience in counseling and guid- 
ance. Fifty-five of the items differentiated the two groups. This 
scale did not differentiate Canadian counselors and teachers, how- 
ever. Groups of 236 female counselors and teachers were com- 
Pared, and were differentiated by scoring keys developed for 
women and cross-validated. A number of items differentiated be- 
tween both male and female counselors and male and female 
teachers. Significant items for the women counselors and teachers 
Were grouped into three categories. These categories are inter- 
preted by the author as indicating that female counselors differ 
from female teachers in items relating to certain counseling activi- 
ties (liking for the jobs of labor arbitrator, office manager, inter- 
viewing clients, and writing reports, and a dislike for forest ranger 
Work); in items dealing with recognition of the worth of others 
(a trust in the goodness and fairness of others) ; and in items deal- 
ing with the counselor's personal adjustment (not being shy, un- 
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stable, restless, or moody, etc.). Cottle feels that the larger number 
of items in the last category may indicate the extreme importance 
of personal adjustment in counselor selection, However, he also 
feels that it may point to an important function of counseling 
training and experience. It should be pointed out that this elaborate 
and detailed study actually yielded very few items of significance, 
and that most of them do not impress one as being highly pertinent 
to counseling functions in many instances, or giving a particularly 
meaningful or organized picture of counselor personality. A study 
of a group of 230 male counselors and teachers did not yield par- 
ticularly significant results (11). 

A study of the interests of rehabilitation counselors was made 
by DiMichael (15). The Kuder profile for 146 counselors in- 
cluded a Social Service score at the 98th percentile, a Persuasive 
score at the 82d percentile, and a Literary score at the 65th per- 
centile; all other scales were below the 42d percentile. 


EXPERIENTIAL BACKGROUND OF COUNSELORS 


The importance of the personal background and experience of 
the counselor should be considered. There appear to be no studies 
of this aspect of the counselor's qualifications. In the field of ther- 
apy there has been considerable discussion about the advantage or 
disadvantage of the therapist having experienced problems of emo- 
tional adjustment. There has been no clear answer to this, Appar- 
ently there are both advantages and disadvantages. The analysts 
attempt to obviate the disadvantages through the requirement of 
personal analysis. 

There is probably no doubt that one's background and experi- 
ences affect his effectiveness as a counselor. Just what experiences 
are valuable it is difficult to say, But perhaps we can hazard some 
thoughts on the subject. It is possible that the counselor who has 
never experienced hardships or misfortunes of any nature will find 
it difficult to understand and counsel the disabled. If this is so, then 
it might be desirable for the counselor to have had certain experi- 
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ences that would enable him better to understand the disabled. 
He might, for example, be a better counselor if he has at least the 
experience of temporary disability or illness, or if he has experi- 
enced it in his family. Again, he might be a better counselor if 
his economic situation has not always been so secure that he has 
never been affected by the experience of loss of a job, or difficulty 
in obtaining employment. Perhaps there is something in the opin- 
ion that one of the difficulties teachers face in understanding their 
pupils is related to the fact that most teachers are from the middle 
socioeconomic classes, and are thus unable to appreciate the prob- 
lems of those of lesser economic background. The relation of back- 
ground factors to counselor skill could be determined in a study 
in the selection of counselors by use of a biographical data in- 
ventory. 


SUMMARY 


The vocational rehabilitation counseling of the disabled has in 
the past often been assumed by social workers. This is particularly 
true in the case of the emotionally disturbed. The state vocational 
rehabilitation programs have formerly drawn many of their coun- 
selors from those who have majored in the social studies area in 
college, Even more have come from the field of education, how- 
ever (15), with few from psychology. This variety of background 
might be expected in view of the fact that there has been no ade- 
quate training available in the field of rehabilitation counseling. 
It is possible that more recently more counselors with a psycholog- 
ical background have been drawn into the field. A study of coun- 
selors of the emotionally disabled attending a series of workshops 
in 1952 indicates that although the group varied widely in educa- 
tional background, the largest group was composed of those with 
Majors in psychology, though those having a major in education 
numbered only one less (35). Only three of fifty-nine had had 
training in social work. It is, of course, possible that counselors of 
the physically disabled still infrequently have a background in 
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psychology. Nevertheless, it is concluded that vocational rehabili- 
tation counseling is basically dependent upon psychology, particu- 
larly vocational psychology. Counseling psychology, itself a newly 
developing profession, is closest to rehabilitation counseling. There 
has been a trend toward defining two levels of counseling, a “‘jour- 
neyman” or Ph.D. level, whose members are designated as coun- 
seling psychologists, and another, approximately at the M.A. level, 
or two years of graduate work, whose members are designated as 
"psychological counselors." If one wishes to consider rehabilitation 
psychology as distinct from counseling psychology on the basis of 
the difference in the clients served, then a parallel pair of titles 
may be used—“rehabilitation counselor" and "rehabilitation psy- 
chologist.” This is consistent with present practice in the rehabili- 
tation field. 

The basic personal qualities desired in all counselors are similar. 
In addition to sufficient academic ability to master the appropriate 
curriculum, there appears to be general agreement that counselors 
should have a genuine interest in, liking for, and understanding of 
people of all types. They should have the qualities necessary for 
establishing effective relationships with clients and with others 
with whom they work. The counselor of the physically disabled 
must have in addition a special interest in working with the handi- 
capped, The counselor of the emotionally disturbed perhaps should 
have these qualities in a higher degree, approaching the qualities 
of a psychotherapist. 

These are the qualities that are important in the opinion of writ- 
ers in the field. No research has been done in this area to demon- 
strate the value or necessity for these qualities, A few studies of 
practicing counselors have been made. They seem to indicate that 
counselors are characterized by above average emotional adjust- 
ment, and strong social service interests. 

There is a great need for research in the area of determining 
what measurable characteristics make a good counselor. Any pro- 
cedure for the selection of counselor trainees depends on such re- 
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search. There is perhaps some difference of opinion about whether 
certain desirable qualities can be produced by training, or whether 
they are either present or absent (in the required degree) prior to 
training. Both points of view probably have some validity. It is 
probable that if an individual has less than a minimum capacity 
(e.g., to communicate effectively or to empathize in a counseling 
relationship) training cannot make up for this lack in capacity or 
potential. On the other hand, a counselor trainee with the basic 
Capacity or potential can be helped to develop the quality through 
training. At any rate, this is a problem for research. A study of 
counselor qualities, measured prior to entrance into training, which 
are related to success in counseling, would provide us with highly 
desirable information for the selection of counselors. 
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separate clinical and counseling psychology in terms of either func- 
tioning (the services performed), location (the place where serv- 
ices are performed), or clientele (the group to whom services 
are given). Both clinical and counseling psychologists function in 
hospitals, clinics, educational institutions, and other private or gov- 
ernmental agencies. Both serve clients with all degrees of mal- 
adjustment, and both perform, in many cases, essentially similar 
diagnostic and treatment functions. It is not possible to say that 
the clinical psychologist is concerned with mental and emotional 
maladjustments, while the counseling psychologist is concerned 
with educational and vocational maladjustments—both are con- 
cerned with the whole individual. 

However, it may be that the most practical basis for distinction 
lies in the area of most or major concern. While clinical psychol- 
ogists may do some educational and vocational counseling, they 
tend to make referrals to others for this aspect of service; while 
counseling psychologists sometimes are concerned with the diag- 
nosis and psychotherapy of mental or emotional disorders, they 
usually make referrals to others in this area. However, the differ- 
ences among clinical psychologists and among counseling psychol- 
ogists are perhaps greater than the differences between them. 

If it is difficult to distinguish among the various specialties of 
professional psychology, it is to be expected that no clear distinc- 
tions in preparation and training exist. While there have been 
training programs in clinical psychology for ten years now (since 
the start of the V.A. training Program in 1946), there is great 
variation among them. The training programs for counseling psy- 
chologists in the V.A., which have been developing since 1952, are 
likewise varied. In the past few years considerable attention has 
been given to the content of the training for counseling psychol- 
ogists. Since the rehabilitation counselor is basically a counseling 
psychologist (or, more specifically, a Psychological counselor), it 
is important to consider the recommendations that have been made. 

This chapter begins with a discussion of counseling as a profes- 
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sion, then reviews the proposals for the training of counseling 
psychologists (and psychological counselors). The following chap- 
ter considers requirements of the rehabilitation counselor, and 
discusses the training of the rehabilitation counselor of the emo- 
tionally disturbed. The place of internship training will also be 
given attention. 


COUNSELING AS A PROFESSION 


There seems to be no doubt that a new profession is developing 
in the field of services to the individual in the area of human 
adjustment and behavior. This profession is the result of the merg- 
ing of a number of converging developments. Hoppock (6) gives 
a thumbnail sketch of this process in which social workers, educa- 
tors, psychologists (psychometrists), and psychotherapists have 
Participated. He concludes that vocational guidance (or counseling 
as it is used here) "is not a subdivision of sociology, nor of educa- 
tion, nor of economics, nor of psychology, but a new profession 
that draws upon the knowledge and the techniques of all other 
fields . . .” (6, p. 498). He is disturbed by the possibility that 
vocational counseling may be dominated by psychology, which will 
define the field and set standards. He contends that “Guidance is 
More than psychology, much more. The psychologist who under- 
takes to do vocational guidance tends . . . to do for his clients 
Only as much as psychology can do. Then he quits. For occupa- 
tional information he refers his clients to the library; for a job, to 
the placement office. Outside his own specialty his technique of 
guidance is referral to someone else. That, I submit, is not guid- 
ance" (6, p. 499). Whether one agrees with this last statement or 
not—although the writer, for one, feels that referral 7s a mark of 
800d counseling—it appears that perhaps there are some who draw 
too sharp a line between psychology and counseling. Or rather, 
Perhaps the relation between psychology, and other areas, such as 
Counseling, is seen in a perspective that implies conflict rather than 
Coóperation. In other words, the relationship is viewed as being, 
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in spatial terms, a horizontal rather than a vertical one. It is sug- 
gested here that it might be better to view psychology as the basic 
science of human behavior. The various professions, including clin- 
ical psychology, counseling psychology (including or together with 
rehabilitation psychology) , industrial or personnel psychology, and 
education as professions depend on and apply the findings of psy- 
chology. True, the professions draw upon other sciences also— 
biology, sociology, economics, etc.—but primarily they are psycho- 
logical professions. Viewed in this light there should be no conflict, 
and there should be no feeling among counselors that they are 
being dominated by psychologists, since indeed, they are psychol- 
ogists—professional psychologists, rather than, perhaps, research 
psychologists, or teachers of psychology. 

Viewing counseling as one of the psychological professions, to 
what extent has it reached a mature professional status? Wrenn 
and Darley (22) have listed eight criteria of a profession. These 
include: (1) the definition of job titles and functions; (2) a body 
of specialized knowledge and skills; (3) the application of stand- 
ards of selection and training; (4) a self-imposition of standards 
of admission and performance; (5) the development of a pro- 
fessional consciousness and professional Broups; (6) the legal rec- 
ognition of the vocation; (7) the development of a code of ethics; 
(8) the performance of a socially needed function. They concluded 
that, of all the vocations in student personnel work that they ex- 
amined, only counseling met any of the criteria, and it barely met 
those under (2) and (3). The situation is not much different today 
from what it was in 1947. Possibly criteria (5) and (8) should be 
added. Progress also has been made in both the areas where there 
was some meeting of the criteria. But as we have seen in the pre- 
ceding chapter, and shall see in the present one, in the selection 
and training of counselors procedures are far from being stand- 
ardized, established, or generally accepted. There has also been 


progress in meeting the other criteria, though perhaps none can 
be considered as being fully met. 
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One of the basic criteria of a profession is the first one listed 
above. Unless there is a definition of job titles and of functions, 
most if not all of the remaining criteria cannot be met. The func- 
tions of a counselor determine the training that is necessary, for 
example. The need for job analyses as a basis for formulating 
training programs was pointed out by Jager in 1948 (8). He also 
recognized the difficulty of this task, because of the variety of jobs, 
as illustrated by Shartle's identification of twenty-eight jobs related 
to the counseling field (15). The wide variety of jobs performed 
by counselors could be in part the result of a lack of standardiza- 
tion characteristic of a new area of work. But it may also be an 
indication that there is a true diversity of function in varying sit- 
uations, Nevertheless, if counseling is to deserve the title of a 
profession, there should be many basic elements in common among 
its various subdivisions. In spite of many different points of view, 
it does actually appear that there is basic agreement on the func- 
tions of a counselor, and thus on the training requirements. This 
is true even though the only technique common to all counselors 
appears to be that of interviewing. Perhaps the greatest difference 
among the various viewpoints on what constitutes an adequate 
training program arises because of the time limitations, which im- 
Pose a restriction on the number of courses possible to include, so 
that every desirable course cannot be included. Writers thus differ 
in what they consider to be the essentials, and what can be elim- 
inated if necessary. 

We shall continue the distinction between levels of counseling, 
and between general counseling and rehabilitation counseling in 
our discussion of training requirements. 


THE COUNSELING PSYCHOLOGIST 


DUTIES AND FUNCTIONS 


The counseling psychologist is concerned with fostering the op- 
timal psychological development of the individual. He deals with 
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all types of individuals, including the psychologically and emo- 
tionally disturbed as well as the educationally and vocationally 
maladjusted, though most of his clients are relatively normal in 
terms of mental and emotional disorders. He differs from the clin- 
ical psychologist not so much in the type of client he works with 
as in terms of his interest in the client and the aspects of the client's 
life on which he concentrates his attention. He does not focus upon 
the diagnosis and treatment of mental disorders, but usually in- 
stead upon the educational, vocational, occupational, and social 
aspects of his life. If severe mental or emotional maladjustment is 
present, determining or affecting adjustment in other areas, the 
counseling psychologist, unless he is also trained as a therapist, 
usually refers the client for treatment before or in conjunction with 
the counseling process. 

In order to perform these functions, the counseling psychologist 
engages in a number of activities: (1) He must understand the 
client as an individual. This means that he must know and appraise 
his objective characteristics, his aptitudes, abilities, and interests. 
The counselor must therefore be able to use and interpret tests of 
various types to be able to use them as aids in understanding the 
individual. He must also understand the client subjectively, recog- 
nizing his attitudes, feelings, and needs, (2) He must understand 
the client's environment. He must be aware of the social, economic, 
and individual (other-person) pressures that affect him, (3) He 
must understand the problems that are Present in the client because 
of conflicting or excessive pressures and demands upon him. (4) 
He must assist the client to analyze and integrate the information 
about himself and his environment, leading to a solution of his 
problem. The client must always solve his own problems, or the 
solutions are not likely to be accepted or effective. The counselor 
provides the opportunity, the setting, the atmosphere in which it 
becomes possible for the client to do this, This is accomplished in 
the counseling interview. (5) The counselor provides, in those 
instances where it is necessary, certain information useful to the 
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client in solving his problems. This includes information not avail- 
able to the client, which he cannot easily obtain for himself or be 
expected to obtain by himself. It includes information about edu- 
cational facilities and their requirements, occupational and voca- 
tional information and trends, occupational demands, and other 
social and economic facts. Where pertinent information is accessi- 
ble, it is best to direct or refer the client to the sources from which 
he can obtain it himself. (6) The counselor collaborates with 
Others, including other psychologists, teachers and educators, so- 
cial workers, physicians, psychiatrists, community agencies and 
officials, and personnel in business and industry. (7) The coun- 
selor makes appropriate referrals to other individuals and agencies 
for additional services that the client needs. (8) The counselor 
may perform the placement function. Some feel that this is not a 
necessary function of the counselor (20). In addition to these 
counseling functions, the professional counseling psychologist is 
expected to perform other functions. These include administrative 
duties, supervision and training of other counselors, directing or 
conducting research, and public relations activities. 


KNOWLEDGE AND SKILLS REQUIRED 


The functions described above imply certain knowledges and 
skills that are necessary for their performance. These may be sim- 
ply listed here, They are discussed in detail in texts in the field of 
counseling. (1) Knowledge of individual behavior in all its facets 
and uniqueness, normal and abnormal. (2) Knowledge of the 
social, cultural, and economic environment surrounding the individ- 
ual. (3) Skill in interviewing, specifically in conducting the coun- 
seling interview, and in psychotherapy. (4) A knowledge of and 
skill in using and interpreting a wide range of psychological tests 
and measuring devices. (5) A knowledge of educational and oc- 
cupational information. (6) Knowledge of the community, its 
sources for assistance in various areas, including such services as 
Psychotherapy, education and training, and placement. (7) Skill 
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in working with others in administrative and supervisory capaci- 
ties, in professional relationships, and in public relationships. (8) 
The knowledges and skills required in conducting research activ- 
ities. 


TRAINING COUNSELING PSYCHOLOGISTS 


The purpose of training is to provide the necessary knowledges 
and skills required by the functions performed by the counselor. 
Existing programs of training vary greatly. Perhaps this is desir- 
able in a situation where the occupation, or profession, has not 
become fixed in its functions. The variety of situations in which 
counselors function also leads to variations in emphasis in training 
programs. In so far as there are specialties in counseling, training 
programs may vary with the particular type of counselor being 
trained. 

Nevertheless, there are certain basic common elements in which 
all counselors should be trained. A number of groups have been 
concerned with defining this core (2, 7, 12). We shall draw upon 
these sources in outlining a training program for counseling psy- 
chologists. 

The training to be discussed is limited to graduate level training. 
À prerequisite for training is therefore graduation from an accred- 
ited college, with further requirements in terms of academic stand- 
ing and type of undergraduate preparation being set by the various 
graduate schools. It is not necessary that the prospective counselor 
have majored in psychology as an undergraduate. In fact, it may 
be desirable that he not major in this field, but rather in a broader 
field such as social science, so that he will have a background in 
economics, sociology, and anthropology, as well as some psychol- 
ogy and statistics. Some would also require as a prerequisite for 
graduate work some experience involving working with people 
(21, 22). This is probably desirable, and should, as its proponents 
believe, provide a basis that would make the academic work more 
meaningful, as well as developing maturity in the student. It may 
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be doubted, however, whether it is justifiable to require a student 
to spend one or more years in employment between his graduate 
and undergraduate work, thus adding to the four years of graduate 
training required before he can become established in an occupa- 
tion. Possibly the advantages of work experience can be achieved 
through part-time and summer work in many if not most cases. 
Applicants for graduate work who appear to need some or more 
experience can be encouraged to obtain it prior to being accepted. 
It must also be recognized that training is not finished upon the 
completion of the requirements for the doctorate. It is not possible 
to turn out an individual who is highly competent as a counselor, 
an expert in all the knowledges and skills discussed above, in a 
period of three or four years, even with a year of internship. While 
the counselor in training must choose, within broad limits, an area 
of specialization, he cannot become a specialist. 

For his graduate training the counselor need not necessarily take 
his work in a department of psychology. He may be enrolled in a 
College or School of Education or in a Department of Guidance, 
specializing in educational psychology. The important factors are 
the basic psychological nature and the quality of the instruction. 

If the counselor is basically a psychologist, then he should have 
training in the basic elements of psychology. This is ordinarily 
obtained in the first year of graduate work. Building on under- 
graduate courses in elementary or general psychology, he will study 
advanced general psychology, experimental and theoretical psy- 
chology, child and adolescent or developmental psychology, educa- 
tional psychology, social psychology, the psychology of learning, 
abnormal psychology, and mental hygiene. These are fundamental 
Courses; technique courses should follow these, and usually are not 
taken in undergraduate or the first year of graduate training. 

These basic courses are then followed by more specialized 
courses, in the theory, principles, and techniques of counseling. 
These include courses in the philosophy and principles of counsel- 
ing, interviewing and counseling methods and techniques including 
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psychotherapy, theories of personality, tests and measurements, 
statistical methods and research design, individual differences, oc- 
cupational information, the sociology of work, etc. 

In conjunction with advanced courses in counseling and inter- 
viewing processes, practicum training is desirable. Here the fledg- 
ling counselor can begin to have contact with selected clients in a 
closely supervised situation in the training institution. This is nec- 
essary prior to the internship training, which consists of a year 
spent in full-time supervised counseling in several counseling agen- 
cies, gaining experience with a variety of clients. 

In addition to this program of training, the counseling psychol- 
ogist should have a course including an opportunity for familiar- 
ization with the professional nature of counseling psychology and 
with the ethics of counseling and practice. And of course the com- 
pletion of a minor and the language and thesis requirements for 
the degree must be met. Finally, there are those who feel that some 
experience in personal therapy should be part of the background 
of a professional counselor. Whether or not it is necessary, it is 
no doubt desirable, and can be of considerable value in many cases. 
This is so whether or not the counseling psychologist plans to spe- 
cialize in personal or therapeutic counseling. 

The training beyond the basic core of beginning graduate courses 
may be grouped in several areas. Wrenn (19) has suggested a 
grouping into three broad areas: personality development and dy- 
namics, psychological appraisal and counseling, and occupational 
and social information. The Committee on Counselor Training of 
the Division of Counseling Psychology, American Psychological 
Association (2) has suggested a similar classification, including the 
following areas: (1) personality organization and development 
(including theoretical concepts in psychotherapy, abnormal psy- 


1 While the counseling psychologist should be able to do psychotherapy, it prob- 
ably cannot be expected that he will be thoroughly trained as a psychotherapist 
unless he specializes in this field. For a discussion of training in psychotherapy, 


see Chapter 10, The training of counselors and therapists, in Rogers (14, pp. 
429-478). 
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chology, and social and cultural determinants of personality); (2) 
knowledge of the social environment (including social psychology, 
sociology, and occupational and social resources); (3) appraisal 
of the individual (including objective and projective tests and 
other methods of diagnosis); (4) counseling (including psycho- 
therapy and group therapy, and a counseling experience if the 
student desires it); (5) professional orientation (including inter- 
professional relationships, ethics of practice, and familiarity with 
administrative organization and interrelationships) ; (6) practicum 
(including a one-year internship); (7) research (including the 
development of ability to review and make use of the results of 
research). 

The Committee has suggested time allotments, based on a 
four-year program including one year of internship, as follows: 
(amounts are in terms of percentages of a year's training, thus 
totaling 400 per cent) : 


Core 65—70 Professional Orientation 10-20 
Personality 20-30 Practica: Field Work and 

Social Environment 15-20 Internship 120-135 
Appraisal 35-45 Research 45-50 
Counseling 20-30 Diversification 30-50 


Much of the practicum consists of appraisal and counseling experi- 
ence. No allowance for a minor is made except in the diversifica- 
tion area. 

Any more specific proposals, in terms of specific course require- 
ments, for example, would be undesirable at this time. In a field 
that is as yet fluid, it would be unwise to attempt to freeze a cur- 
riculum on training institutions. Each institution has certain areas 
of strength and of specialization, and certain ideas or even tradi- 
tions of training. These should be respected, and experimenting 
With a variety of courses and groupings of courses should be en- 
couraged. It may well be desirable for certain schools to build up 
à program specializing in one of the fields of counseling, so that 
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students desiring to specialize would select a school on the basis 
of its relatively specialized program. 


PRACTICUM TRAINING 


The practicum training requires special consideration. This is a 
new development in psychology; it has been required only recently 
in the field of clinical psychology, and is not yet in effect in most 
training programs for counseling psychologists. In the field of 
dealing with human beings, it is necessary to prepare the student 
for his professional work by providing closely supervised experi- 
ence, No student with only a series of didactic courses—no matter 
how many—is prepared to deal independently with others in the 
counseling relationship. As Wrenn points out, ". . . It is just as 
disastrous to turn a personnel worker loose upon society without 
experience under supervision as it is to turn out a medical student 
without his internship. The bad results may not be as individually 
disastrous but the effect on society may be profoundly more dis- 
turbing" (18, p. 260). 

It is in the practicum that the student can really get the feel of 
counseling, in a situation where he can profit from the experience 
by adequate supervision. Even before the student enters upon the 
internship part of the practicum training, he should be exposed to 
actual counseling contacts with clients—first in a limited sense, 
such as testing, and then in handling selected cases in close con- 
junction with a supervisor. The internship should provide a wide 
variety of counseling experiences, and also allow for intensive work 
with certain clients or types of clients, particularly in the area in 
which the student intends to work ( 3). 

One of the values in the practicum is that it provides an oppor- 
tunity for the student to develop self-understanding, and an aware- 
ness of his limitations—and of the limitations of the science of 
psychology. This awareness may lead to a desire for a counseling 
experience. 
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THE PSYCHOLOGICAL COUNSELOR 
DUTIES AND FUNCTIONS 


The psychological counselor functions at a level below that of 
the counseling psychologist. His duties include most of the coun- 
seling functions of the counseling psychologist, including those 
listed above. These functions are at a relatively complex level. 

' Usually, however, unless the individual has had considerable ex- 
perience, including a period under adequate supervision, it is desir- 
able that the psychological counselor work under the supervision 
of a counseling psychologist where practicable. 

The psychological counselor usually is not expected to perform 
the noncounseling functions suggested above for the counseling 
Psychologist. He is not usually responsible for directing or con- 
ducting research, supervision or training of other counselors, ad- 
ministration of a counseling program, or purely public relations 
activities. 

While there are those who feel that all counselors should be 
trained to the doctoral level, it is generally agreed that there is a 
great need for counselors to perform at the service level. These 
should be skilled counselors but not necessarily trained or inter- 
ested in research. The Committee on Subdoctoral Education of the 
Education and Training Board, American Psychological Associa- 
tion (4) gives this social need for psychological workers at this 
level as a reason for the desirability of planning for the training 
of such workers. It also gives two additional reasons: the contin- 
uing shortage of doctoral psychologists, and the existence of a 
large number of positions that do not require, or would not be 
attractive to, doctoral psychologists. 

The psychological counselor probably would not be expected to 
be as versatile as, or to deal with as wide a variety of clients as, 
the counseling psychologist. He would probably tend to become 
more specialized in his functions and in his clients. He should 
ideally recognize his limitations, and use referral and consultation 
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more frequently than the counseling psychologist. Probably he 
would not routinely deal with clients with serious mental and emo- 
tional disorders. 


KNOWLEDGE AND SKILLS REQUIRED 


The National Vocational Guidance Association in 1949 pub- 
lished the report of a committee on the preparation of counselors 
(12). Minimum standards were set, which are at the level we are 
considering here. Committees of the American Psychological Asso- 
ciation continued this study of training of subdoctoral workers in 
psychology (psychological counselors) (4, 7). These reports con- 
stitute the major sources for our present discussion. A number of 
writers in the field of education and guidance have been concerned 
with this problem, and many of their suggestions have been incor- 
porated (1, 8, 9, 10, 11, 16, 18, 20, 21). 

It is apparent that the psychological counselor should have the 
same basic skills as the counseling psychologist, though perhaps 
not at the same high level. That is, he should have the skills nec- 
essary for competence in counseling, though as indicated above, 
they may not be as broad or varied. He should be able to do thera- 
peutic counseling with clients with mild or moderate emotional 
maladjustments, but would not be expected to engage in prolonged 
or deep psychotherapy with seriously disturbed patients, He would 
not be expected to possess the skills necessary for the execution of 
complex research projects, nor the skills required in the training 
and supervision of other counselors, nor the skills necessary for 
administrative and public relations duties, The psychological coun- 
selor may be regarded as a technician (4), but he should—and 


will—be somewhat more than this if he is to perform his functions 
adequately. 


THE TRAINING OF THE PSYCHOLOGICAL COUNSELOR 


The psychological counselor, like the counseling psychologist, 
need not have an undergraduate major in psychology. He should 
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have a broad background, including psychology and related fields. 
“He should bring to his graduate training and work a broad back- 
ground of knowledge of human behavior and society, rather than 
narrow, specialized interests” (4, p. 542). Here again, as in the 
case of counseling psychologists, some would favor requiring one 
or more years of working experience prior to entering on graduate 
training (7, p. 20). 

It seems to be agreed that adequate training for psychological 
counselors requires two years of work. The M.A. degree, acquired 
with one year of work, is insufficient. The areas to be covered are 
essentially the same as those for the counseling psychologist. The 
program should not, however, be the same as the first two years of 
the doctoral training program. The conference on the training of 
Psychological counselors held at Ann Arbor in 1949 and 1950 
warned against grouping together already existing courses in the 
areas of study to create a subdoctoral training program (7). 

While including work in the same area as the doctoral training 
Program, there are two differences in the content. First, there 
would be fewer of the experimental or theoretical courses in psy- 
chology, e.g., historical and theoretical, laboratory or experimental, 
and statistics and research methodology. Secondly, and related to 
the first, the program is more heavily weighted with courses in 
applied psychology and those in techniques of counseling. This 
does not mean that basic psychology is ignored; such courses are 
essential for adequate functioning as a counselor. The Committee 
referred to above recommends 


. a core curriculum designed to insure knowledge in the basic 
areas of psychology as a science, such as: 
Scientific method and psychological research. 
Historical trends in psychology. 
Statistics, sufficient to enable the student to read and evaluate 
relevant research. 
Normal and abnormal modes of adjustment. 
Personality organization. 
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Individual differences and their measurement. 
Developmental psychology (4, p. 543). 


These courses should cover about half of the total program. 

The applied and technique courses should cover community re- 
sources, occupational information, educational and job training 
facilities; tests and measurements, administering and interpreting 
tests of intelligence, special aptitudes, interests, and personality, 
including some introduction to projective techniques; interviewing 
and counseling processes. In addition, there should be some atten- 
tion to professional orientation and opportunity for personal ther- 
apeutic experience. 

It will be noted how closely this resembles the doctoral training 
program. In fact, the description of the areas of training for doc- 
toral students by the Committee on Counselor Training of the 
Division of Counseling Psychology of the American Psychological 
Association (2), referred to earlier, is almost identical with the 
program of subdoctoral training outlined by the Michigan Confer- 
ence (7). This latter group has suggested a time distribution for 
each area in a two-year, sixty-semester-hour program as follows: 


Personality organization and Counseling theory and 


development 12 practice 21 
Knowledge of social Research and statistics 
environment 


Professional orientation 
Appraisal of the individual 9 Diversification 


oO WwW 


PRACTICUM TRAINING 


Practicum training is as important for the psychological coun- 
selor as for the counseling psychologist. However, since he will be 
working under supervision, at least during the early part of his 
career, the length of the field work need not be so long. Prior to 
the actual full-time field work some practicum training should be 
given in the training institution, as part of his work in counseling 
methods. He should have some contact with live clients prior to 
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leaving the institution for actual work. For the psychological coun- 
selor, it has been recommended that from a fourth to a half a year 
of internship should be provided. This could be included in a 
program of two calendar years if summers were included. 


THE QUESTION OF A DEGREE 


Whether or not a degree should be granted upon the completion 
of a two-year program in psychological counseling has been a sub- 
ject for discussion. It has been indicated above that the one-year 
M.A. degree is not acceptable as a qualification for psychological 
counseling. The completion of a more extensive program would 
appear to warrant some recognition in the form of a degree. Such 
a degree is granted in social work for a similar program. The Com- 
mittee on Subdoctoral Training recommends that the master's de- 
gree be awarded for the two-year program, and that it should be 
discontinued for a one-year program. The degree would not in- 
clude a foreign language or a thesis requirement. It would, how- 
ever, require the passing of a comprehensive examination at the 
conclusion of the training program. It should be mentioned that 
there is not complete agreement among psychologists regarding 
the training of subdoctoral counselors (13). 


SUMMARY 


Psychology as a profession offering psychological services to the 
public is a recent development, spurred on by World War II. 
Specialties are still in the process of emerging. The most recent 
one is counseling psychology. It remains to be seen whether the 
newly developing field of rehabilitation counseling will be included 
within counseling psychology or become a separate field in itself. 

Counseling is by no means yet a full-fledged profession. But it 
appears to be attaining that status. It is based mainly upon psy- 
chology, as are other professions such as clinical psychology, in- 
dustrial or personnel psychology, and education. The counseling 
Psychologist is the journeyman professional in the field of general 
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counseling. He functions as a counselor, counselor supervisor and 
trainer, administrator, and researcher. His training includes a large 
amount of general psychology, as well as the special technical and 
technique courses required as a basis for his work, including sta- 
tistics and experimental design. A full year of his training is de- 
voted to practicum work. The doctorate or its equivalent is a 
necessary prerequisite for his independent professional functioning. 

The psychological counselor stops his training below the doc- 
torate level. However, he does not follow the same program as the 
counseling psychologist, merely completing less of it. The require- 
ments of his service function make it necessary that in the limited 
time during which his training continues he obtain adequate train- 
ing in the principles and methods of counseling. At the same time 
he is not required to have the same amount of basic theoretical and 
experimental psychology as does the counseling psychologist, nor 
the extensive training in research and statistics. His internship is 
limited to a few months. He generally functions, at least during 
the early part of his career, under the supervision of a counseling 
psychologist. He is not expected to engage in independent research, 
or to train or supervise other counselors. His training generally 
occupies two years, including the internship, and may or may not 
result in the conferring of the M.A. degree. 

It may be that the recognition of two levels of training and func- 
tioning in counseling is a temporary expedient stemming from the 
inability to supply the service demand for counseling psychologists. 
Many psychologists feel that if counseling is to attain the status 
of a profession it must eventually require the Ph.D. degree for 
admission. This is the objective in the field of clinical psychology. 
There are others, however, who feel that there will always be func- 
tions in the field of counseling that can be performed by those 
without Ph.D. training. These people think it would be a mistake 
to try to insist that all counselors be required to demonstrate the 
research interest and competence necessary for the doctorate. It is 
possible that if counseling psychology should follow the course 
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of clinical psychology, an organization of non-Ph.D. counselors 
would develop, perhaps out of the present National Vocational 
Guidance Association. Such an organization might include many 
counselors engaged in vocational rehabilitation work, the majority 
of whom do not, and will not for a long time, have the Ph.D. 
degree. 


10, 
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CHAPTER 5 


Preparation and Training for 
Rehabilitation Counseling 


THE REHABILITATION PSYCHOLOGIST 


DUTIES AND FUNCTIONS 


Considerable attention has recently been focused upon the func- 
tions and training of the rehabilitation counselor. There is, how- 
ever, almost nothing in the literature concerning the rehabilitation 
bsychologist. This is perhaps partly, no doubt, attributable to the 
fact that very few people who identify themselves as psychologists, 
or who have been trained to the doctoral level in psychology, have 
been working in vocational rehabilitation (4). Psychologists have 
been utilized in vocational rehabilitation, of course, often as con- 
sultants or for referral purposes. More often, perhaps, a psychol- 
Ogist has been identified with psychological tests and used as a 
test technician, to administer and interpret tests. Such a function 
is more that of a psychometrist, however, and such personnel have 
usually not been trained to the Ph.D. level. 

Thata psychologist can function as a rehabilitation psychologist, 
however, was recognized by the Committee on the Processes of 
Rehabilitation of the National Council on Rehabilitation in 1945 
(13). The psychologist's role in rehabilitation was defined to in- 
clude the administration and interpretation of tests; to assist the 
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essentially normal individual in solving his personal, social, and 
vocational problems (the latter including counseling toward the 
selection of a vocational objective, and planning a program of 
training or reéducation where the psychologist is trained in voca- 
tional guidance); to refer to a psychiatrist those needing psychi- 
atric treatment, and to work with the psychiatrist in carrying out 
such treatment; to present to other rehabilitation personnel the 
psychological findings; and to conduct research related to the above 
functions. The psychologist who performs these functions is essen- 
tially a counseling psychologist. The rehabilitation psychologist is 
thus essentially a counseling psychologist working with the phys- 
ically or emotionally disabled client. The counseling psychologist 
in V.A. hospitals, who is required to have the doctoral degree, is 
thus a rehabilitation psychologist under our classification, Whether 
such a distinction or separate classification is necessary or desirable 
is, as has been suggested previously, not certain, For purposes of 
discussion, however, it has some value. 


The work of the Counseling Psychologist in V.A, hospitals has 
been described as follows: 


Counseling psychologists in the Veterans Administration hospitals 
apply psychological principles, techniques, and instruments for the 
purpose of evaluation, counseling, and placement of hospitalized in- 
dividuals, including follow-up of discharged patients. They admin- 
ister and interpret tests of intelligence, achievement, aptitude and 
personality; they apply psychological principles and appropriate tech- 
niques to properly motivate disabled and handicapped patients to ac- 
cept and act upon feasible vocational objectives; they also conduct 


research, and supervise and instruct trainees in the field of vocational 
counseling (17). 


Several recent articles describe the functionin 


ae g of the counseling 
psychologist in hospitals (eg. 9). 


KNOWLEDGE AND SKILLS REQUIRED 


Since the rehabilitation Psychologist is a counseling psychologist . 
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who works with the disabled, he must possess the knowledge and 
skills required of the general counseling psychologist. In addition, 
he must have a knowledge of physical, mental, and emotional 
disabilities, and their effects and limitations, vocationally and occu- 
pationally. He must possess skill in dealing with disabled and 
handicapped clients, and in assisting such clients to select a voca- 
tional or occupational objective consistent with their disabilities. 


TRAINING REHABILITATION PSYCHOLOGISTS 


The rehabilitation psychologist obviously requires the training 
appropriate for the general counseling psychologist, with special- 
ization in the problems involved in understanding, counseling, 
training, and placing the physically, mentally, and emotionally 
handicapped. The basic training has been considered in the pre- 
ceding chapter. Attention and interest have been, and are still at 
Present, in the training of rehabilitation counselors rather than 
rehabilitation psychologists. We shall therefore consider the nature 
of the specialized training for counseling the disabled in the fol- 
lowing discussion of the training of rehabilitation counselors. 

The Veterans Administration sponsors a training program for 
counseling psychologists for its hospitals (12). Training is pro- 
vided by schools approved by the American Psychological Associa- 
tion (23). For students without previous training or experience, 
the program requires four or five years including more than a year 
of internship. Training is not standardized, but varies from school 
to school. Thompson, Super, and Napoli describe the training pro- 
gram developed at Teachers College, Columbia University (15). 
Academic training is coórdinated with the hospital work experi- 
ence. The first year is devoted entirely to academic work. In the 
second year the student works twenty hours a week; in the third 
year twenty-five hours a week; the fourth year thirty-two hours a 
week; and in the fifth year thirty-nine hours a week. The V.A. 
supports the student only for the four years during which he works 
part time. Courses in Basic Psychology include Psychology of Ad- 
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justment, Developmental Psychology, Experimental Psychology, 
and Behavior Disorders in the first year; Theory of Personality and 
Advanced Developmental Psychology in the second year; and ad- 
vanced courses in Abnormal Psychology, Social Psychology, Mo- 
tivation, and Learning in the third year. Courses in Vocational 
Psychology in the first year include Dynamics of Vocational Ad- 
justment, Introduction to Psychological Services, Occupational 
Analysis and Classification, and Occupational Orientation Mate- 
tials. The second year includes Psychological and Social Factors in 
Vocational Adjustment, and Survey of Industries and Occupations; 
Vocational Rehabilitation and a Seminar in Process of Vocational 
Choice are taken in the third year. First-year courses in Appraisal 
and Measurement include Vocational Testing, Individual Psycho- 
logical Testing, Projective Techniques, and Statistics. In the second 
year Clinical Psychological Methods is taken, and in the third year 
Clinical Practices in Diagnostic Case Study and Psychology of Spe- 
cial Disabilities. Courses in Counseling and Rehabilitation methods 
for the first year include Introduction to Counseling Techniques, 
Introduction to Rehabilitation, and Case Studies in Counseling. 
Second-year courses include Theory of Counseling and Psychother- 
apy and Techniques of Rehabilitation, The third year provides a 
Seminar on Rehabilitation, and Individual Reading and Study in 
Counseling Methods. Courses grouped under the heading of the 
Social Environment include background courses in sociology and 
economics and Community Social Services in the first year. Grouped 
under Related Courses for the second year are Group Develop- 
ment, Design of Psychological Research, and Community Agencies. 
and Their Part in Guidance. In the third year the student attends 


a seminar on doctoral research, and takes elective courses. In the 


fourth year the student has a supervised practicum in individual 
counseling equivalent to a half-time program. During this year he 


formulates his doctoral research Project and starts to collect the: 
data. The fifth year is devoted to completion of the doctoral re- 


search, examinations, and other final requirements for the degree.. 
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This appears to be a full and relatively complete program, when 
one considers the amount of time spent on the job, although some 
of the working time is available for thesis research. Perhaps the 
weakest part of this program, for doctoral level training, is in the 
area of statistics and research methods. 

Mention should perhaps be made of the experience requirement 
for counselors in V.A. hospitals. Experience in a medical setting 
is specifically required. The definition of a medical setting is "a 
clinical center or activity under the direction of a physician, in 
which the vocational counselor works in collaboration with or un- 
der the supervision of a physician” (17, p. 8). This limitation 
would seem to be unfortunate, since it implies that experience in 
other settings is of no value, and that rehabilitation psychologists 
should work in a program that is under the direction of a physi- 
cian. Many if not most counselors working in the field of the 
vocational rehabilitation of the disabled, while working in collab- 
oration with the medical profession, do not work in a program 
that is under the direction of the medical profession. In effect, the 
requirement limits employment to graduates of the V.A. training 
program, whose internship in a V.A. hospital constitutes qualifying 
experience. This is probably a device, perhaps desirable, to give 
Protection and preference to those vocational counselors without 
the doctoral degree employed in V.A. hospitals who, with the es- 
tablishing of the position of counseling psychologist, must meet 
the requirements of this new position to retain their employment. 


REHABILITATION COUNSELORS 

The majority of counselors working in the field of the vocational 
rehabilitation of the disabled (including those under the Office of 
Vocational Rehabilitation Federal-State programs and the V.A. 
Vocational Rehabilitation and Education program) do not have 
training to the doctoral level. The need for counselors in this field 
makes it unrealistic to demand the doctoral degree for all coun- 
selors of the disabled. Moreover, as has been suggested earlier, it 
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does not seem to be necessary for a counselor to be trained to the 
doctoral level to be able to contribute needed services in the field. 
The Office of Vocational Rehabilitation is therefore currently spon- 
soring a training program, two years in length, for the training of 


rehabilitation counselors. This Program is presently in process of 
developing. 


DUTIES AND FUNCTIONS 


There has been considerable discussion of the functions of the 
rehabilitation counselor. These functions vary, depending upon the 
place where the counselor works. “In one area he may have to be 
a psychologist, counselor, social worker, and placement specialist 
all rolled into one. In another setting he may be counselor and co- 
ordinator, calling upon other members of the team for specialized 
services. Elsewhere he may work under the guidance of a physician 
or some other professional person who is directing the rehabilita- 
tion process; in this capacity he usually renders a specialized coun- 
seling service as a part of the team approach" (21). 

The V.A. Vocational Rehabilitation and Education program 


employs rehabilitation counselors below the doctoral level.' Their 
work is described as follows: 


be eliminated 
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in training. They detect those veterans with serious mental or emo- 
tional disturbances and refer them to Veterans Administration Mental 
Hygiene Clinics or other mental hygiene or medical services. They 
conduct research concerning the objectives, methods, and results of 
counseling (16). 


The Office of Vocational Rehabilitation (11, 19) has recently 
Prepared some material on the duties, skills, and knowledge re- 
quired of the rehabilitation counselor. The following describes the 
duties and functions: 


I. General Description of the Duties and Responsibilities 


Under supervision is responsible for locating, investigating, and de- 
termining the eligibility of any disabled person in need of vocational 
rehabilitation in an assigned area; for assisting the disabled individual 
in selecting, preparing for, and attaining the vocational adjustment 
affording the greatest social and economic satisfaction; for performing 
related work as required. This position includes the responsibility for 
initiating and carrying out rehabilitation processes with disabled per- 
sons, 


IL Examples of Work Performed 


Obtains, analyzes, and evaluates pertinent information; arranges for 
medical diagnosis to determine kind and extent of disability and reha- 
bilitation possibilities; and determines eligibility on the basis of estab- 
lished policy. 

Secures information about the applicant's educational background 
and work experience, special interests, social and economic circum- 
stances, personality traits and attitudes; provides for the administra- 
tion and interpretation of psychological tests, when indicated for 
diagnosis; evaluates and interprets information and assists the indi- 
vidual in making a suitable rehabilitation plan. 

Makes rehabilitation services available to the applicant, such as 
medical and health services necessary for physical restoration, pre- 
vocational and vocational training, transportation and maintenance 
when required; advises with the applicant throughout the rehabilita- 
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tion process and assists him in meeting problems of personal, social 

and vocational adjustment. 
Aids individual in securing employment consistent with his capaci- 

ties and preparation, and assists him in meeting the problems of 


adjustment; makes follow-up visits as necessary for vocational adjust- 
ment of the individual. 


Makes use of available community services and facilities and main- 
tains working relationships with codperating agencies; when gaps exist 
in services, makes necessary recommendations. 

Gathers information on occupational requirements and keeps in- 
formed on employment possibilities. 


Prepares and maintains necessary vocational rehabilitation records 
and makes reports as required (11, 1 9). 


In whatever setting he works, the rehabilitation counselor en- 
gages in the educational, vocational, social, a 


seling of the physically, mentally, 

because of their disabilities have ne 
tus, and who are handicapped in ac 
their disabilities, or whose disabilit 
uing in or returning to an occupa 
achieved. The duties and functions 
the general Psychological counselor. 
or extended by the nature of the cl 
bilitation counselor functions as a 
under Supervision, and without th 
tion, research, and trainin 


nd personal coun- 
or emotionally disabled, who 
ver achieved occupational sta- 
hieving such status because of 
ies prevent them from contin- 
tion in which status had been 
are then the same as those of 
» except as they are modified 
ients. In this respect the reha- 
rehabilitation psychologist, but 
€ duties involved in administra- 


8. (Although the V.A. description given 
above includes research as a function, little if any provision is made 


for allotting time and facilities for such research, with the result 
that few counseling Psychologists are able to perform research be- 


cause of the pressure of other functions.) 


KNOWLEDGE AND SKILLS REQUIRED 


The Committee on Personnel Standards and Training of the 
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National Rehabilitation Association, in its 1951 report (1), listed 
the following skills required for optimum service to clients: 


1. Ability to establish and maintain a counseling relationship, in- 
cluding an understanding of the importance of the client’s view 
and duties throughout his rehabilitation, and ability to relate the 
counselor's own and other professional skills to the client as a 
person. 

2. An understanding and acceptance of human behavior and motiva- 

tion, and of environmental factors which may condition them. 

. Evaluation of personality characteristics, skills, aptitudes, interests, 
and capacities in their physical, mental, and emotional implica- 
tions. 

. Specialized knowledge of physical and psychological handicaps. 

. Knowledge of the nature of job requirements, trends, opportuni- 
ties, and markets, of preparation and training facilities and of 


Ww 


Mog 


sources of information. 
6. Familiarity with employment procedures in all fields and ability 
to relate them to the needs of both the client and industry. 
7. Ability to develop and utilize those community resources which 
can assist the client in his total rehabilitation. 
. Ability to create in the community an improved understanding of 
total rehabilitation and its relationships to education, health, and 


ao 


welfare services (1). 


More recently, the Office of Vocational Rehabilitation (11, 19) 
has listed the following abilities, skills, and knowledge required 


in a rehabilitation counselor: 


A. Basic Abilities and Skills 
Ability to establish and maintain a counseling relationship with 


individuals. 

Ability to evaluate aptitudes, skills, interests, and educational back- 
ground. 

Ability to recognize manifestations of physical and mental disabili- 
ties and their relationship to vocational adjustment. 
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Ability to analyze reports furnishing medical data and to interpret 
the relationship of the disabilities to job requirements. 

Ability to analyze occupations and workers in terms of job require- 
ments, the skills required and the physical demands of the job. 

Ability to gather occupational information and to make use of it. 

Ability to evaluate training programs including the ability to deter- 
mine entrance requirements, the scope of the training, the skills and 
techniques taught, and the relative value of similar types of training 
for the same job. 

Ability to interpret the potential capacities and abilities of disabled 
persons and to secure the codperation of employers in employing dis- 
abled persons. 

Ability to make discriminating use of available community services 
in meeting the needs and problems of disabled persons and to main- 


tain working and coóperative relationships with such sources. 
Ability to maintain case records. 


B. Knowledge Required 


Basic understanding and knowledge of human behavior as related 
to personal, social, and vocational adjustment, including ability to 
evaluate aptitudes, skills, interest, and educational background. 

Basic knowledge of the relationships of such factors to training 
and to occupational requirements. 

Basic understanding of the possible effects of handicaps on per- 
sonality in relation to emotional and vocational adjustment. 

Working knowledge of Federal, State, and local laws pertinent to 
the rehabilitation of disabled persons. 

Considerable knowledge of current social legislation, of services 
and policies of social welfare programs, and of current social and 
economic problems. 

Considerable knowledge and understa: 


tices in the rehabilitation field, or in a field of work closely related 


the analysis of medical, psychological, and occupational data, the 
evaluation of training programs, and the : 


of the capacities and abilities of disabled persons. 
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Knowledge of the basic pattern of community organization with 
considerable understanding of the services usually provided by public 
and private agencies. 
1 Working understanding of the policies of employers in relation to 
individuals with physical and mental handicaps. 

Knowledge of the organizational and occupational structure of 
modern industry with considerable knowledge of a number of occupa- 
pen in terms of the skills, abilities and physical demands required 

11, 19). 


THE TRAINING OF THE REHABILITATION COUNSELOR 


As was indicated in Chapter 3, counselors in the federal-state 
program have had a wide variety of educational and experience 
backgrounds. The federal office has not imposed any standard re- 
quirements, although it has several times suggested minimum 
standards, These have included graduation from an accredited col- 
lege, with no specification of a major, and varying amounts of 
experience in a broad variety of areas. While the federal office has 
Suggested allowing the substitution of graduate work for experi- 
ence, some states do not allow this, while allowing the substitution 
of experience without limit for college education. Some states have 
attempted to set up adequate professional standards (3). 

The result of these vague and broad requirements has been that, 
rather than the duties and functions determining the educational 
and experience requirements, the education and training of em- 
ployees has determined their duties and functions. Since few have 
been trained in counseling, this aspect of the job has been neg- 
lected, and other aspects, such as providing material services, and, 
to some extent, placement, have been stressed. For this reason, a 
job analysis of the duties and functions of such counselors would 
not be a valid basis upon which to base conclusions about the skills 
and knowledges required in rehabilitation counseling. 

Following its 1951 statement on the skills required of the reha- 
bilitation counselor (1), the Committee on Personnel Standards 
and Training of the National Rehabilitation Association in 1952 
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reported on the areas of preparation that it felt have a particular 
bearing on the functions of the vocational rehabilitation counselor 
(2). The Committee accepted as basic training needed by such 
counselors the areas designated by the N.V.G.A. Committee as 
the common core for all counselors (10). These areas are (1) 
Philosophy and Principles; (2) Growth and Development of the 
Individual; (3) The Study of the Individual; (4) Collecting, Eval- 
uating, and Using Occupational Educational and Related Infor- 
mation; (5) Administrative and Community Relationships; (6) 
Techniques of Counseling; (7) Supervised Experience in Coun- 
seling. (See Chapter 4 for a more extensive discussion of these 
areas.) The Committee then went on to recommend as desirable, 
graduate study in the following areas: (1) societal attitudes and 
other environmental factors; (2) study of personal, social, and 
vocational problems of the handicapped; (3) rehabilitation as a 
concept of integrated services; (4) medical implications for reha- 
bilitation counselors, including anatomy, physiology, and pathol- 
ogy of human systems, physical reconstruction, restoration, and 
adaptation, and psychiatric implications in rehabilitation; (5) 
adaptations of occupational information to rehabilitation counsel- 
ing, including job analyses, placement, and follow-up techniques; 
(6) critical analysis of rehabilitation cases in various settings; (7) 
adaptations of psychological testing for the handicapped, their 
evaluation and use by the rehabilitation counselor; (8) orientation 
in generic principles of social casework applicable to rehabilitation; 
(9) special methods for vocational adjustments of the handi- 
capped, including disability evaluation, work educati 
outs, personal adjustment training, 
efficiency of the handicapped; (10) 
and of resources applied to various 


on, job try- 
vocational training, and work 
study of operating programs 


disabilities, e.g., the crippled 
child, the tuberculous, and the blind; (11) community organization 


processes related to responsibility for and services to handicapped 


persons, and lay leadership in programs in public understanding; 
(12) research and evaluation, and research methods. 
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This is a large order, and it would appear to be impossible to 
include all this, together with the core areas, in a two-year pro- 
gram, even assuming students to have had work in some of the 
common core courses as undergraduates. Such an ambitious pro- 
gram may be compared with the course requirements for the posi- 
tion of Counseling Psychologist (Vocational Rehabilitation and 
Education) in the V.A. (16): 


Completion in an accredited college or university of 2 years grad- 
uate study (60 semester hours or 2 years of graduate credit as defined 
by the institution attended) including A, B, and C below: 


A. Thirty-six semester hours distributed as follows: 
(1) Personality organization and dynamics (9 semester hours) 
including courses such as abnormal psychology, mental hygiene, 
Clinical psychology, and theories of personality, provided that at 
least one course was in theories of personality. 
(2) Counseling theory and techniques (9 semester hours) in- 
cluding courses such as interviewing, case study method, theory 
and methods of counseling, principles of counseling, or practicum 
in counseling. 
(3) Psychological tests and measurements (12 semester hours) 
including 6 semester hours in statistics and/or research method 
or theory of measurement and 6 semester hours in tests and meas- 
urements of which at least 3 semester hours must have been in 
individual testing other than projective techniques. 
(4) Occupations and their socio-economic setting (6 semester 
hours) including such courses as occupational information, job 
analysis, industrial sociology, sociology of occupations, or labor 
problems, provided at least one course was in occupational infor- 
mation. 

In mecting the requirements in A above, up to 9 semester hours 
of advanced undergraduate courses, not more than 6 of which 
may be in any one area, may be offered in lieu of graduate courses, 
provided that an equivalent additional number of graduate credits 
is offered in other areas of A above and/or B below. 

B. Twelve semester hours in any combination of additional courses 
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in the areas mentioned above and/or courses in psychology, such 
as general, educational, experimental, child, adolescent, social, 
comparative, industrial, personnel, physiological, systematic, ap- 
plied, or learning theory. 

C. The remaining courses may be in any combination of additional 
courses in the areas mentioned in A and B above and/or courses 
related to psychology, or counseling or vocational rehabilitation, 
such as courses in rehabilitation of the handicapped, disabilities 
and their vocational implications, field work in rehabilitation prin- 
ciples, practices and problems of vocational rehabilitation, research 
in rehabilitation, personnel management or administration, per- 
sonnel research, community organization and resources, education, 
economics, sociology, social work, and cultural anthropology (16). 


With the expansion in training necessary to provide the 3500 
to 4000 rehabilitation counselors which it is anticipated will be 
required to rehabilitate the 200,000 set as a goal for 1959 (11), 
the content of the training program is the object of attention by 
both training institutions and professional organizations. Few in- 
stitutions have until recently been concerned with the training of 
rehabilitation counselors, Whitten, in noting this lack, states that 
"To a greater extent than most professional people, vocational re- 
habilitation counselors must learn on the job" (20, p. 2). 

Gustad (4) in reviewing a proposed program for training coun- 
selors in the School of Social Welfare, University of California at 
Los Angeles, notes that all the courses are in the Social Welfare 
Department and that there is no provision for any work in the use 
of psychological tests. 

The Office of Vocational Rehabilitation, under the Vocational 
Rehabilitation Act of 1954, is able to provide teaching grants to 
institutions to assist them in developing and carrying out programs 
for the training of rehabilitation counselors, O.V.R. states that: 


- . . There is no established, accredited, or preconceived pattern of 
training for rehabilitation counselors, There is much divergence of 
informal opinion regarding what constitutes a sound curriculum for 
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rehabilitation counselors. This has been the case for many years dur- 
ing which many able people from several disciplines have searched 
for reasonable answers. There is general agreement that many basic 
skills and knowledge required by rehabilitation counselors are con- 
tained in the curricula for vocational counseling, counseling psychol- 
ogy, and social work. It would seem desirable, therefore, to encourage 
and work toward an effective interdisciplinary approach (19).° 


O.V.R. goes on to state some guidelines for training, developed 
at a Conference on Training Rehabilitation Counselors in Wash- 


ington in February, 1955: 


1. The common element in all professions represented in this field is 
knowledge of human behavior and a way of working with people. 
Such knowledge and skill represents [5c] an important core of 
preparation for rehabilitation counseling. 

2. Supplementing this core are important collateral competencies 
Which the rehabilitation counselor needs. These are: 

4. Medical information, including knowledge of the effects of 
disabling conditions and methods of treatment; and, psychiatric 
information for an understanding of the mental and emotional 
aspects of physical handicaps. 

b. Occupational, vocational, and job information which makes 
possible assessment of the individual's occupational potential. 

c. Community resources and services and ways of using and de- 
veloping them in order to equate better community resources 


and individual needs (19). 


The program of training specified (19, p. 2) by O.V.R. is a one- 
to two-year program leading to a master's degree, with classroom 
Work integrated with supervised practice in a rehabilitation setting. 

Some thirty institutions have been awarded grants as of 1956. 
In most of these institutions many of the courses appropriate in 

? The National Rehabilitation Association is interested in developing a compre- 
hensive test of the knowledge of competent counselors in the fields of psychology, 
Social work, guidance, education, and medical aspects of rehabilitation counseling. 


his would presumably indicate the knowledges which should be covered in the 
aining of counselors, (From a personal communication from Dr. James Herrick 


all, Director of Research, N.R.A., September 7, 1955.) 
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the training of rehabilitation counselors are already available. In 
most of them, also, some additional courses will need to be added 
to the curriculum. 

There appears to be considerable stress on the interdisciplinary 
nature of training for rehabilitation counselors, It is certainly true 
that such counselors need a wide variety of skills and a broad back- 
ground of knowledge in several fields. Many who stress the inter- 
disciplinary characteristic seem to put most stress on social work, 
Hahn, for example, suggesting that although 40 to 50 percent of 
the training is psychological, from 30 to 40 percent could consist 
of social case work studies (5). It is difficult to imagine, consider- 
ing the basic and technical courses in psychology that appear to be 
necessary, how sufficient psychology could be included, on the one 
hand, or just what courses in social case work could fill up such a 
large proportion of the training, particularly if interviewing proc- 
esses are included in psychology rather than social work courses. 
The writer feels strongly that, while work in other fields is nec- 
essary, the training is basically psychological. It may be presumed 
that, for specific social case work services, social workers will or 
should be available, at least as consultants, as will other specialists. 
It would therefore appear desirable to use the time to make the 
student a better counselor, rather than a half-trained social worker. 

As in the case of the psychological counselor, discussed in the 
preceding chapter, the greatest problem would appear to be that 
of squeezing all the desirable or even necessary courses in a one- 
to two-year program that includes an internship. The rehabilitation 
counselor is basically a psychological counselor specializing in work 
with the physically and mentally handicapped. He therefore should 
be trained as a psychological counselor, and also have the special 
courses necessary for dealing with the disabled. It is not possible 
to eliminate basic courses in psychology, and give only those con- 
cerned with the psychology of the handicapped, for example. We 
face the dilemma, then, of deciding what, in the training of the 
psychological counselor, can be eliminated to make room for the 
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necessary courses in the rehabilitation of the disabled. The writer, 
at this point, can only state what appears to him to be the essential 
elements of a training program. Course names may vary in differ- 
ent institutions. In some cases courses listed may be alternative even 
though not overlapping completely in content. Starred courses ? 
are felt to be minimum required essentials. It is presumed that en- 
tering students have had elementary psychology, and probably have 
had some courses in the first four areas listed. 

The areas, and suggested courses in each area, that should be 
Covered in a training program for rehabilitation counselors are as 
follows: 


L Basic Psychology 
* Developmental Psychology, or Human Behavior 
* Psychology of Learning 
Abnormal Psychology, or 
Behavior Disorders 
Social Psychology 
Educational Psychology 


U. Personality Organization and Development 
* Psychology of Personality, or 
Personality Dynamics, or 
Theories of Personality 
« Psychology of Adjustment, or Mental Hygiene 
Psychology of Motivation 


UL Knowled ge of the Social Environment 
* Occupational Information, or 

Occupational Analysis and Classification 

Culture and Personality 

Community Organization, or 
Sociology of the Community 

Social Organization and Disorganization, or 
Social Problems 

Occupational Sociology, or Sociology of Work 


5 Courses preceded by an asterisk are suggested required courses. 
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Occupational Trends, or Labor Market Trends, or 
Labor Economics 

Labor Problems 

Industrial Sociology 

Job Analysis 

Dynamics of Vocational Adjustment 

Vocational Education 


IV. Appraisal of the Individual 
* Tests and Measurements 
* Individual Differences, or Differential Psychology 
* Instruments and Techniques of Measurement 
* Individual Testing 
Vocational and Occupational Psychology 
Case Study Methods, or Case Analysis 
Statistical Methods, or Elements of Statistics 


V. Counselin 8 Theory and Practice 
* Introduction to Counseling, or 
Basic Principles of Counseling 
* Theories of Counseling and Psychotherapy 


* Counseling Methods, or Advanced Counseling or 
Practicum in Counseling 


Occupational and Vocational Counseling 


VL The Handicapped Client 
* Psychology of the Handicapped, or 
Social Psychology of the Handicapped 


* Counseling the Handicapped (Introduction to Vocational Reha- 
bilitation Counseling) 


* Medical Aspects of Vocational Rehabilitation 

* Seminar in Rehabilitation Counseling 
Psychology of Exceptional Children 
Psychology of Mental Deficiency. 


Several comments should be made tegarding this outline, First, 
it is obvious that no student could complete all the courses in two 
years of work. Working on a semester basis, and assuming a stu- 


Preparation for Rehabilitation Counseling 117 


dent takes four courses a semester, the starred courses would take 
over three semesters, The area of knowledge of the social environ- 
ment should include more required courses; it is difficult, however, 
to choose one above the others. At least one other course in this 
area should be required. This would leave the student a choice of 
two courses among the courses not starred. Secondly, it will be 
noted that all the courses, with the exception of some of those in 
Area VI, are standard courses. It is, of course, possible that there 
1s overlap among some of them. The problem of overlap in courses 
In psychology has been given some attention. This suggests that the 
€ssential content for the rehabilitation counselor might be com- 
bined from several courses into one. There are cases where this 
might be to some extent already accomplished, e.g., a course in the 
Dynamics of Vocational Adjustment may include material in sev- 
€ral courses in the Social Environment Area. It would appear desir- 
able to attempt to do this in this particular area in a two-year 
training Program. Again, a course in Vocational and Occupational 
Psychology may cover material from other courses in the area of 
Appraisal of the Individual to a sufficient extent to reduce the 
number of required courses in this area. The same may be to some 
extent true in a course in Occupational and Vocational Counseling, 
though it is doubtful that a reduction of work in this area is desir- 
able, Courses in Human Development may be organized to include 
Material from several courses in Basic Psychology and Personality 
Organization and Development sufficiently detailed for the needs 
Of the rehabilitation counselor. 

A third point to be noted is that, although the program is inter- 
disciplinary to the extent of including courses in sociology, eco- 
nomics, education, as well as material from medicine, the great 
bulk of the work is in psychology or educational psychology. Only 
One Course is specifically from social work (Community Organ- 
ization), It is possible that there are courses in social work that 
Combine the essential materials necessary for the rehabilitation 
Counselor, Gustad (4), reviewing one such group of courses, feels 
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that they are in the nature of general orientation courses. Yet they 
apparently provide sufficient background for the social worker, 
whose job is dealing with the problems of people in a social en- 
vironment. The School of Social Work at the University of Illinois 
has a series of four courses in the Dynamics of Human Develop- 
ment, which, using lecturers from various fields, covers normal and 
abnormal development of the individual. The School of Social 
Work at the University of Minnesota similarly has a series of 
courses titled Concepts of Human Growth and Behavior in Social 
Work. Courses such as these should be examined as possibly pro- 
viding essential material in a brief efficient manner. 

The Seminar on Rehabilitation Counseling provides a method 
of including materials important in rehabilitation counseling not 
easily accessible elsewhere. This might be used to present pertinent 
information on community resources; education and training facil- 
ities; obtaining, and referring to, supplementary services; special 
disabilities, such as the blind and emotionally disabled; profes- 
sional ethics, etc. This may seem to be too much to leave for à 
seminar, and it probably is. Some of this material might be cov- 
ered during supervision of the internship experience. 

Finally, the program is perhaps weak in statistics. This, how- 
ever, may not be too serious. It is assumed that the statistics essen- 
tial for the use and interpretation of tests will be covered in courses 
in tests and individual differences. 

Levine and Pence (8) have outlined a training program for 
rehabilitation counselors which consists of one year of academic 
work, and three internships in different agencies each three months 
in length. The brief descriptions of the nine three-credit semester 
courses suggest that many of them are of the type that attempt to 
bring together in condensed form the material covered in the 
courses in the outline proposed here, The courses include Rehabil- 
itation Counseling; Medical Survey of Rehabilitation Aspects in 
Illness and Injury; Psychodynamics of Personal, Social, and Occu- 
pational Adjustment; Community Organization; Assessment of In- 
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dividual Differences: A Survey of Psychological Testing; Legal, 
Financial, and Administrative Aspects of Rehabilitation, including 
Public Assistance and Welfare Legislation; Social Case Work; 
Vocational and Occupational Counseling I; and Vocational and 
Occupational Counseling II. The program appears to be oriented 
toward social work, Each of the areas discussed above is repre- 
sented, except Basic Psychology. Given a two-year period in which 
to train rehabilitation counselors, the writer would prefer to use 
more of it for course work than does the program outlined by 
Levine and Pence. Although some counselors may begin their work 
in a setting where supervision is not available, it would still appear 
that a counselor with two academic years of course work and only 
three months of internship would eventually become a better coun- 
selor than one with one year of academic work and nine months 
of internship. 


PRACTICUM TRAINING 


The field work training constitutes a problem in a relatively 
brief training program. The writer is convinced that two full aca- 
demic years are necessary for academic training. This means that 
field work must be worked in on a part-time basis, or during sum- 
mers. Another alternative is for the student to attend school during 
One or two summers. Hahn (5) seems to feel that it is desirable 
that field work be concurrent with academic training, over the two- 
year period, although he recognizes the problems in class schedul- 
ing and supervision that are entailed. However, there are other 
important reasons for not scheduling field work on a part-time 
basis beginning at the start of the training program. In the first 
Place, such an arrangement may not be desirable to the training 
agency. More important, however, is the fact that it is impossible 
in the situation where training agencies are not available close to 
the school, but are located at some distance. Even where agencies 
are available, however, it may not be desirable in terms of the 
value to the student to start field work early in training. Until the 
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student has acquired some training in the techniques of counseling, 
including test administration and interviewing, he is of little if 
any value to the agency, and the work experience that he does 
obtain is usually at a clerical level. The experience is of little value 
in such cases. The student should have some practicum experience 
in connection with his academic work, with nondisabled individ- 
uals, prior to actual field work. 

It thus seems desirable that the field work be a full-time expeti- 
ence, Some students, particularly those who have had some train- 
ing, or related experience, may be ready for this at the end of the 
first year, and could well spend the summer in one or more agen- 
cies. Other students might well spend the first summer in school, 
and take field work training during the first or second semester of 
the second year, or even during the second summer. 

It is desirable that the student have experience in more than one 
agency, unless the agency, such as a state rehabilitation program, 
offers experience with a wide variety of clients including, if pos- 
sible, some experience in a hospital setting. 

The problem of adequate supervision arises in instances where 
counselors employed in an agency are not well trained themselves. 
There are also agencies without a rehabilitation counselor, which 
could use one, but are unable to find a qualified counselor. Such 
agencies, while perhaps willing to take on a trainee, are obviously 
not in a position to provide capable supervision. If such an agency 
were close to the school, or perhaps a part of the school, the train- 
ing institution might be able to provide adequate supervision. 

Pierson (14) discusses some of the problems of internship, list- 


ing a number of requirements that apply here as well as in the 
school situation that he was discussing: 


1. Internships must be developed, for a specific purpose. 
2. Supervisors of counselors must be trained an 
3. Supervisors should be in a well- 
4. Supervisors should permit inte 


d willing. 
organized program. 
tns to carry responsibilities. 
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5. Supervisors should take responsibility for providing an educa- 
tional experience. 
6. Assignment should be made on the basis of the needs of the stu: 
dent and the opportunities in the agency. 
7. The intern should be familiar with counseling and testing tech- 
niques first. 
8. The internships should be long enough to allow for the develop- 
ment of competencies in the situation. 
9. Trainees should intern first in a general counseling situation. 
10. Counseling and testing techniques should be used to select train- 
ees, 
11. The supervising counselor should have the immediate responsi- 


bility for supervision. 


THE CHARLOTTESVILLE WORKSHOP RECOMMENDATIONS 

After the writer completed this and the two preceding chapters 
9n the selection and training of rehabilitation counselors, the re- 
Port of the Charlottesville workshop on rehabilitation counselor 
Preparation was published (6). This report is in basic agreement 
With the discussion here, although it appears that the role and 
duties of the rehabilitation counselor are more similar to those of 
the rehabilitation psychologist than to the rehabilitation counselor 
as defined here. There appears to be more emphasis placed upon 
the administrative, coórdinating, and legalistic aspects of the proc- 
ess. The report states that “the core of the rehabilitation counselor's 
Work is counseling” (pp. 16-17). However, later the statement is 
Made that “The typical rehabilitation counselor is a combination 
Counselor, administrator, coórdinator of services, and public rela- 
tions person" (p. 22). . 

Twelve areas of training are suggested: An Introduction to Re- 
habilitation; Legislative Aspects of Rehabilitation; Human Devel- 
9pment and Behavior; Medical Aspects of Rehabilitation; Cultural 
and Psychosocial Aspects of Disability; Psychological Evaluation; 
Counseling Techniques; Occupational and Educational Informa- 
tion; Community Resources; Placement and Follow-up; Research 
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and Statistics; and Supervised Experience. No indication is given 
as to whether all these areas should receive equal attention. While 
recognizing that much dependence must be placed on academic 
offerings in the fields of medicine, psychology, social work, guid- 
ance, and education, there seems to be a tendency to consider reha- 
bilitation counseling as a distinct field or profession, rather than, 
as the present writer has done, to think of it as one of several 
areas of psychological counseling that differ from each other only 
or mainly in the type of client who is served. This approach seems 
to lead to an emphasis on the differences, in terms of stressing leg- 
islative, medical, and social service knowledge, at the expense of 
basic counseling skills. 

In the limited training time available, and with the plethora of 
areas in which training is felt to be of value to the rehabilitation 
counselor, some choice must be made. It appears that there are two 
main types of program that could develop, depending on the em- 
phasis placed on the possible areas of training. One would, as does 
the program outlined earlier, place emphasis on basic training in 
counseling, with some of the specific knowledges, such as medical 
information, and general social service information being consid- 
ered peripheral. The other type of program would emphasize these 
varied and specific aspects. In the opinion of the writer, the latter 
is the less desirable alternative. It might lead to the danger of 
turning out so-called counselors who would have a smattering of 
knowledge, or even only information, about a number of things, 
but with no thorough training in anything, 
seling function, which is the basic functi 
counselor. The rehabilitation counselo 
trades but master of none. 


particularly in the coun- 
on of the rehabilitation 
r may become a Jack-of-all- 


It is interesting that this conflict Was evident twenty years ago- 
The federal office in its Bulletin 190 (18) on the one hand stressed 
the importance of “The Principle that from the inception of à 
rehabilitation case to its conclusion only one agent should deal 
with the disabled person. Functional handling of cases was tried 
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in the soldier rehabilitation work and it proved a failure” (p. 44). 
On the following page, however, it is stated that “another principle 
of primary importance is that the rehabilitation agent be constantly 
Prepared to correlate his service with the services of other agen- 
cies. . . . If the rehabilitation agent attempts to qualify as a social 
worker, a public employment officer, a compensation expert, an 
artificial appliance expert, or what not, he spreads himself out so 
thin that his own particular and specific functions, those of coun- 
sel, advisement, supervision, and coóperation, are neglected. He 
becomes a Jack-of-all-trades and a master of none" (p. 45). These 
two points of view seem to be in conflict, and it appears (unfor- 
tunately, in the writer's opinion) that the latter caution was not 
heeded in the federal-state program. 

Curricula for some of the schools receiving grants under O.V.R. 
seem to reflect the second alternative. Some include many new 
Courses, usually including the word "rehabilitation" in the title. 
This seems to reflect the emphasis of the Charlottesville confer- 
ence, which appears to be accepted by the Office of Vocational 
Rehabilitation. For those who would like rehabilitation counseling 
to become a separate and distinct profession this development of 
an almost entirely new course curriculum may seem to be desirable. 
But to the writer such a separate curriculum and profession seem 
to carry the danger of becoming more shallow, watered down, and 
Weak in basic fundamentals than is desirable for the providing of 
the best professional services to clients. It would seem that much 
of the specific peripheral information and knowledge might be, 
and might better be, acquired during field work and the early 
Months on the job. The most valuable elements of the medical 
knowledge significant in rehabilitation, for example, are obtained 
in working with specific individual cases. It seems to the writer that 
In the long run the counselor will not be accepted by medical col- 
leagues on the basis of his possession of a large medical vocabu- 
lary, but upon the basis of his competence as a counselor. 

This conflict regarding the functions of the rehabilitation coun- 
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selor may arise because we are in reality confusing two separate 
jobs. It is possible that we should recognize the position of reha- 
bilitation coórdinator as distinct from that of the rehabilitation 
counselor. The rehabilitation coórdinator would seem to be the 
position described by those who stress the broad varied background 
‘of experience and training, and the performance of coórdination 
or administration of services. In the team situation, the coórdinator 
might function as its leader, or better, chairman. The coórdinator 
need not be trained in any specific profession, nor indeed in any 
profession, unless one desired to create a new profession as has 
recently been done in the case of hospital administration, On the 
other hand, rehabilitation counselors or social workers in rehabil- 
itation may function as codrdinators. It would seem desirable that, 
if this be the case, the services of a rehabilitation counselor should 
be available. If the coórdinator performs all the functions that he 
should as a coördinator, he would have little time to give the nec- 
essary time to intensive individual counseling with the client.* 


THE COUNSELOR OF THE EMOTIONALLY DISABLED 


It may appear that it has taken a long time to get to a discussion 
of the training of the counselor of the emotionally disabled. It 
has, but it has been necessary. The counselor of the emotionally 
disabled is basically a rehabilitation counselor or rehabilitation 
psychologist, who specializes in a certain type of client. Other coun- 
selors may specialize in other types of clients—the blind, the deaf, 
the tuberculous, etc, Because of the special knowledges required 
for counseling those with such disabilities 
tended to develop. This means that counselo 
haps other disabled persons need special t 
counselors have tended to get this training o 
experience, special courses, workshops, etc. 
be made more easily available for hose w 


, specialization has 
rs for these and per 
raining. In the past 
n their own, through 
Such training should 


ho plan to specialize, 
* For a fuller discussion of this pr 
* For obl d icle, “ 
Coordinators?,” Journal of Rebebiliniich Wer oy ane - ads cae 
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however. Our concern here is only with the special training needed 
by the counselor of the emotionally disabled. 

Since he is basically a rehabilitation counselor, the counselor of 
the emotionally disabled requires the training of the general reha- 
bilitation counselor. In addition, however, his training must include 
other aspects, pertinent to the disability with which he deals. There 
has been little special training available for such counselors, how- 
ever—less than that available for those specializing in other dis- 
abilities, Perhaps this is related to the lack of demand for such 
training. There have been few counselors of the emotionally dis- 
abled, because there have been few emotionally disabled clients 
Biven the services of vocational rehabilitation, as indicated in Chap- 
ter 2, Those who have begun to work with this group have felt the 
lack of preparation, and efforts have been made to compensate for 
this through workshops sponsored by the National Institute of 
Mental Health and the Office of Vocational Rehabilitation. Per- 
haps the V.A. has been the agency doing the greatest amount of 
Counseling of the emotionally disabled, both in its regional office 
Counseling services, and in the hospital counseling program. The 
closeness of the training program for hospital counselors to the 
V.A. clinical psychology training program has made available 
appropriate training. In fact, many of the early appointments as 
Counseling Psychologists in V.A. hospitals were of counselors who 
had been trained in the V.A. Clinical Psychology program. 

The emotionally disabled are unlike other disabled groups in 
two significant respects. First, the disability is either entirely Psy- 
chological in nature, or its manifestations are partly or primarily 
Psychological as in the case of the organic psychoses. It is thus a 
disability of the total individual to a greater extent than the phys- 
ical disabilities, which are primarily part dysfunctions although 
Often, if not always, having psychological implications. Secondly, 
the emotionally disabled are less homogeneous than any other dis- 
ability group. These two facts make the vocational counseling of 
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the emotionally disabled more difficult than the counseling of those 
with other disabilities. 

It would seem apparent that the counselor of the emotionally 
disabled needs a special background of training and experience in 
psychology. He need not be a clinical psychologist, who is more 
interested in the diagnosis and treatment of the disability than in 
the client’s vocational rehabilitation. But he should have certain 
courses in addition to the program outlined above for the rehabil- 
itation counselor. These should include such courses as advanced 
abnormal psychology, clinical psychology, principles of psycho- 
therapy, and some psychiatry, possibly such courses in psychiatry 
as are offered to social workers and general physicians. In addition 
to such course work, he should have closely supervised practice 
with emotionally disturbed clients. The main purpose of the addi- 
tional training is to acquaint the counselor with the varied char- 
acteristics and manifestations of emotional disabilities, and to give 
him the understanding, attitudes, and techniques necessary in deal- 
ing with persons having these disabilities. It is the aim of this book 
to help provide some of the knowledge and skills demanded in 
the vocational rehabilitation of the emotionally handicapped. 

Because of the nature of the emotional disabilities, and the re- 
quirement of special training for working with the emotionally 
disabled, it is the opinion of the author that the counselor working 
with this group should be a rehabilitation psychologist, trained to 
the doctoral level, rather than a rehabilitation counselor, It does 


not seem possible to provide the necessary training and internship 
experience in a two-year program. 


SUMMARY 
This chapter has continued the discussion of the training of 
counselors, dealing with the rehabilitation psychologist and the 
rehabilitation counselor. The rehabilitation psychologist is defined 
as a counselor with Ph.D, level training who works in the field of 
the vocational rehabilitation of the disabled, At present there are 


Preparation for Rehabilitation Counseling 127 


very few people functioning at this level outside of V.A. hospitals. 
The training of such counselors is essentially that of counseling 
psychologists as outlined in the preceding chapter, with special 
training in working with the disabled. 

The rehabilitation counselor is essentially a psychological coun- 
selor working with disabled clients. The variety of situations in 
which such counselors are functioning and the resulting variety of 
duties performed make the specification of training requirements 
difficult. In the past such counselors have come from a variety of 
training backgrounds, and have usually acquired the necessary 
knowledge and skills on the job. With the recent inauguration of 
support for the training of such counselors by the U.S. Office of 
Vocational Rehabilitation, considerable attention is being given to 
the content of the training to be provided. While it is probably not 
desirable to freeze a curriculum, certain basic essentials in the train- 
ing of such counselors can be established. Perhaps the greatest 
difficulty lies in attempting to provide in a two-year training pro- 
gram all the various skills and knowledge that appear to be desira- 
ble for such counselors. The writer has outlined his conception 
of the content of such a program. The brief training period also 
Poses problems in field work. Some field work training is desirable, 
although the fact that counselors are—or should be—supervised,, 
at least during the early years of their careers, diminishes the need 
for a long internship. It is felt that at least three months of full- 
time field work is desirable, in more than one type of agency, if 
Possible, unless a variety of clients can be found in a single agency. 

Since counselors often specialize in disability areas, provision 
Should be made to offer special training for counselors intending 
to work with clients with a single disability, such as the blind, the 
deaf, the tuberculous, the emotionally disabled, etc. If a counselor 
Plans on working in a special field, he may desire to specialize early 
in his training. Possibly the best solution to this problem is the 
Specializing of training institutions in one or two areas so that the: 
student can choose his school on the basis of his special interests. 
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The counseling of the emotionally disabled is felt to be a partic- 
ularly difficult and complex field of work. Counselors in this area 
require special training. It is felt that such training cannot be 
completed in a two-year program. The writer therefore feels that 
counselors of the emotionally disabled should be trained to the 
rehabilitation psychologist, or Ph.D. level. 
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PART IIl 


THE SELECTION OF CLIENTS 


ee 


CHAPTER 6 


Determining Need and Feasibility for 
Vocational Rehabilitation 


me 


Not all the mentally and emotionally disabled are candidates 
for vocational rehabilitation. For various reasons many of them 
will not be clients of the rehabilitation counselor. Most of those 
who are hospitalized are not ready for active consideration of plans 
for vocational rehabilitation. Of the approximately two hundred 
thousand leaving mental hospitals each year, most are not candi- 
dates for rehabilitation. Many of them, particularly those who have 
been hospitalized for relatively short periods, return to their previ- 
ous jobs. Many are women who are not in the labor market. Others, 
though paroled or discharged, are still too ill to consider employ- 
Ment or training, and need continued treatment and a sheltered 
environment. And many are unemployable because of age or phys- 
ical handicaps, or a combination of these and their mental condi- 
tion, Many return sooner or later to the hospital—about one-fourth 
Of admissions to mental hospitals are readmissions; about 30 per- 
Cent of those discharged return again to the hospital over a period 
of a few years, Probably, as suggested in Chapter 2 (p. 33), many 
oF these readmissions could be prevented if vocational rehabilita- 
tion services were available and used. Put it has been estimated 
that only about 10 to 15 percent of the patients discharged from 
Mental hospitals are actual candidates for vocational rehabilita- 
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tion. It is possible, and the writer believes probable, that a greater 
proportion than this could benefit from vocational rehabilitation 
efforts if adequate and competent services were available. The pro- 
portion of nonhospitalized emotionally disabled who are in need 
of help is greater, but by no means all of them are in need of or 
ready for vocational rehabilitation. 

We are not concerned here with whether the disabled person is 
eligible in a technical or legal sense for the services of a particular 
rehabilitation agency with which a counselor may be connected. 
Eligibility in this sense is based not on the nature and degree of 


severity of the client’s condition, but upon such external conditions i 


as his legal residence, financial condition, or origin of the disabil- 
ity, e.g., whether it originated in military service, or while on a 
particular job. A disabled individual may not be eligible for the 
services of one agency, but at the same time may be eligible for 
the services of another agency performing the same functions. Our 
interest here is in whether the individual is in need of rehabilita- 
tion services on the one hand, or whether, on the other hand, he 
is in such serious condition that he is unable to function well 
enough to benefit from rehabilitation services. 

We shall be concerned in this chapter, therefore, with the 
bases for determining whether an emotionally disturbed individual 
should receive vocational rehabilitation services, The two questions 
to be answered are: (1) Does the applicant need such services, 
and (2) Is the applicant feasible for vocational rehabilitation? The 


word “feasibility” is the term commonly used to indicate the readi- 
ness of the client for vocational rel 
of the state of his disabili 


ing from such services, 


habilitation, whether, in terms 
ty or condition, he is capable of benefit- 


NEED FOR REHABILITATION SERVICES 
: Whether an emotionally disturbed individual needs assistance 
in achieving vocational and Occupational adjustment depends on 
two factors, and their interrelationships, The first is the degree of 
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the disability, or its severity. The second factor concerns the effects 
of the disability on occupationally significant behaviors. To a great 
extent, the more severe the disability, the more likely it is that it 
will have a deleterious effect on occupational adjustment, although 
this is not always the case. There are many individuals who are 
seriously disturbed emotionally, but who nevertheless are able to 
make some kind of occupational adjustment. 

Whether the disabled individual needs assistance, then, depends 
on whether his disability constitutes a vocational handicap. There 
are obviously thousands, if not millions, of mildly disturbed per- 
sons who are able to adjust vocationally. It is true that their emo- 
tional disturbance may be to some extent a handicap, but it is a 
handicap that is present in all areas of their lives, and in whatever 
Occupation they engage. That is, their occupational or vocational 
adjustment would not be appreciably or significantly improved if 
they were to be assisted in changing occupations. There is no doubt 
that many of these people need assistance, that their vocational 
adjustment could be improved if their emotional condition were 
improved. Such people need and could benefit from psychotherapy, 
9r other types of medical or psychiatric treatment. When these in- 
dividuals come to or are referred to a rehabilitation counselor, the 
Counselor must determine whether the applicant is maladjusted 
because of inappropriate occupational placement ot whether his 
emotional state is aggravated by his occupation, on the one hand, 
Or, on the other hand, the occupational dissatisfaction or difficulty 
IS a symptom of a more general emotional maladjustment that 
Would not be basically improved by vocational counseling. If the 
latter appears to be the case, the counselor should attempt to obtain 
Psychiatric or psychological help for the applicant. It may be that 
the counselor will need help in reaching à decision in such cases. 
Psychiatric and/or psychological consultation may be desirable or 
necessary before the counselor can determine whether the appli- 
Cant is in need of vocational assistance rather than treatment. 

In Beneral, a mental or emotional disability constitutes a voca- 
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tional handicap when the condition interferes with, or limits, the 
choice of a vocational objective in the case of those clients who 
have never achieved occupational status; or in the case where occu- 
pational status has been achieved, when it prevents the client from 
continuing in, or returning to, an occupation in which he has been 
more or less suitably employed. Thus, a client who has never been 
employed, and has not been trained for any occupation, and who 
manifests an emotional disturbance sufficiently severe to limit the 
areas in which he might otherwise qualify for employment, would 
be considered to be in need of vocational counseling and other 
assistance in achieving occupational adjustment. In the case of a 
client who, though presently unemployed, has previously been em- 
ployed for a substantial period of time in a recognized occupation 
in which he was able to make an adequate living, the counselor 
must determine if the client is presently employable in such an 
occupation, If he is, then either the counselor, if it is his function, 
or another agency should assist the client in finding a suitable job 
within the occupation. However, if it is determined that because 
of his disability the client is no longer employable in the occupa- 
tion, then he is in need of assistance in vocational rehabilitation. 
Finally, if a client who is presently employed applies for assistance, 
the counselor must determine if the occupation in which he is en- 
gaged is suitable in terms of his mental and emotional condition, 
or if the occupation is not suitable, possibly even aggravating, 
whether it is a contributing cause to his condition. In some cases 
it may be that although the occupation itself is suitable, the par- 
ticular job, because of its peculiar nature or its surroundings, etc» 
may not be suitable. Placement in another job within the same 
occupation may be of value in such cases. 

The decisions of the counselor in all these cases may be very 
difficult to make. Even with expert consultation services available, 
the counselor may not feel confident of his decision. In the field 
of the emotional disabilities this is a more difficult problem than 
in the case of most physical disabilities, This is so because of the 
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nature of the disorder, which is manifested in so many individual 
ways, and because of the lack of information regarding the mental 
and emotional demands of jobs and occupations. Just what job or 
Occupation is suitable for a particular emotionally disturbed indi- 
vidual is a problem to which we have no definitive answers, This 
problem will be dealt with in detail in the chapters on selecting 
vocational objectives. 


THE CONCEPT OF FEASIBILITY 


Having determined that an applicant is vocationally handicapped 
and therefore in need of assistance in achieving an adequate occu- 
pational adjustment, the counselor is then faced with another prob- 
lem, Is the client in such a condition that he is able to undertake 
employment, or training for employment? Or is he too seriously 
disturbed to be able to benefit from counseling and training or 
Placement efforts? Again, this is a difficult decision to make in the 
Case of the emotionally disturbed client. On the one hand the coun- 
Selor must determine if the client is seriously enough handicapped 
to need assistance, and on the other hand he must determine if the 
client is too seriously disturbed to be able to benefit from assist- 
ance, Of course, if one of these decisions is difficult in a particular 
Case, the other usually is not. But in a large number of applicants 
Who are emotionally disturbed, one or the other decision presents 
a difficult problem. 

The problem is an important one, because its solution may have 
Serious effects on the client's condition and adjustment. It is impor- 
tant that vocational rehabilitation be started soon enough, as early 
as the client is able to function sufficiently well to succeed, A client 
who actually is ready to function in employment or training, but 
Who is denied the opportunity, may become discouraged, may with- 

taw, and may develop habits of idleness that may later be very 
dificult to overcome, But also it may be harmful to begin too 
farly, so that a failure results that may destroy the confidence of 
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the client in his ability to succeed, and may result in a setback in 
his improvement. oe 

How can we tell when a client is ready? What are the criteria 
for feasibility for vocational rehabilitation? In the case of the phys- 
ically disabled it is relatively easy to make this determination. 
Moreover, the results of a mistake in judgment may be less harm- 
ful. In the case of the emotionally disabled, the problem is highly 
complicated. It is exceedingly difficult to determine just when a 
client is ready, to estimate just how much progress he has made 
under treatment, how fast he is improving, whether progress will 
continue, etc. On the one hand we may attempt rehabilitation too 
soon and fail; or we may postpone our attempt too long or never 
attempt it if we decide that the client will probably never improve 
sufficiently. When do we determine that a client is or will be per- 
manently infeasible and forget about him? 


PRACTICAL CONSIDERATIONS 


One of the factors entering into the determination of clients’ 
feasibility for rehabilitation efforts is the resources of the agency 
in relation to the demands upon it and the relative expenditure of 
time and money required to work with clients with varying degrees 
of severity of disability. Entering here also is the competence © 
the staff, in terms of training and experience, to work with the 
more seriously emotionally disabled clients. 

If the demand is great, and the resources are small, it may be 
justifiable to select for assistance those clients most likely to benefit 
with a minimum of expenditure of effort and money. In another 
situation, where rehabilitation services are just being introduced 
and it is felt to be desirable, or necessary, to demonstrate results, 
only cases with good prognoses may be selected. These two factors, 
together with the lack of trained counselors, are no doubt respon 
sible for the slow progress shown in efforts to rehabilitate the 
emotionally disabled as was indicated in the discussion of the 
Office of Vocational Rehabilitation program in Chapter 2. 
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The remedy for such conditions is, of course, the providing of 
More resources, and of qualified counselors, so that the more seri- 
ously disabled can be helped. There is no doubt that many of those 
who are now turned away from agencies as infeasible, and many 
who are never referred because of lack of facilities, could be suc- 
cessfully rehabilitated. 


METHODS OF DETERMINING FEASIBILITY . 
The responsibility for determining feasibility for rehabilitation 
May rest upon different individuals depending on the situation or 
environment in which services are performed. 


COUNSELOR DETERMINATION OF FEASIBILITY 


In some situations the determination rests with the counselor. 


He may make his decision independently, or he may have psy- 
chiatric or psychological consultants available. Counselors who 
function in isolated or sparsely populated areas may not have con- 
Sultation services available and may be forced to make an inde- 
Pendent decision, Counselors who function outside of hospitals or 
other institutions frequently have the ultimate responsibility for 
Making a decision, though consultation may be available. 

Where the counselor must make the decision independently, 
there may be the temptation, in the face of a large case load, to 
retreat behind the decision that the client is not feasible for a reha- 


ilitation program. Where the counselor is not well trained, and 


£ i . 
€cognizes his limitations, it may be best in many cases to find the 
k with a client who 


client į à 
Pri infeasible rather than to attempt to Wor 
aY present problems with which the counselor 1s unable to cope. 


ME 
EDICAL OR PSYCHIATRIC DETERMINATION OF FEASIBILITY 


In many situations, both within and outside of institutions, the 
Psychiatrist or physieiaí has the function of determining feasibility 
°F rehabilitation. This is usually on the basis that the decision is a 
medical one, and that therefore the counselor is not qualified to 
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make the determination. This is to a great extent true. A psychia- 
trist or in some cases a qualified psychologist may be able to eval- 
uate the mental and emotional condition of the client better than 
the counselor. However, the medical or psychiatric factor is not 
the only one to enter into the determination of feasibility. The de- 
mands of the occupational environment must be considered. The 
question of feasibility must always be evaluated in terms of this 
factor, and the counselor may, and perhaps usually does, know 
more about this area than the physician or psychiatrist. Many psy- 
chiatrists recognize this, of course, and even where they are charged 
with the responsibility of making the decision, do so only in con- 
sultation with the counselor, just as the reverse is often true in 
the situation where the counselor is charged with making the de- 
cision. Nevertheless, the medical profession frequently desires to 
retain final responsibility and authority. Rennie and Bozeman state 
that, ". . . Just as in service to the physically handicapped the 
medical director has final authority and responsibility for decision 
regarding the framework of physical capacity which determines 
the direction and extent of other aid, so in service to the emotion- 
ally handicapped does the psychiatrist have final authority and 
responsibility for decision regarding the framework of emotional 
capacity and needs which determine the direction and extent of 
the service” (4, p. 65). Beigler (2) describes a situation in which 
it appears that the psychiatric consultant's recommendations re- 
garding feasibility are binding upon the counselor, 

In the hospital situation, where medical orientation and control 
are strongest, the counselor sometimes cannot see the client until 
referral is made by the psychiatrist, or by a staff conference that 
does not include the counselor. In some cases, however, the coun- 


selor may be allowed to reject cases referred to him if he feels he 
cannot help them. 


COUNSELOR AND PSYCHIATRIST JOINTLY DETERMINING FEASIBILITY 


As suggested above, in many instances where either the coun’ 
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selor or the psychiatrist is charged with the decision regarding 
feasibility, the actual decision is a joint one. In other situations it 
is specifically provided that the decision be a joint one; in such a 
Situation, it is desirable that the case be discussed prior to the de- 
Cision, in person if possible, or at least by phone, rather than hav- 
ing the decision reached by written reports of referral, examination, 
and recommendations. Such written documents may be desirable 
for record purposes, but should not constitute the entire basis for 
à joint decision. 

; In many hospitals where the importance of vocational rehabil- 
ttation is coming to be recognized, the rehabilitation counselor is 
brought into the picture early in the process of total rehabilitation. 
In most cases this is at the point where the medical staff begins to 
anticipate discharging the patient. In some cases, however—and 
this is Probably more desirable—the counselor begins to work with, 
9r consider the occupational rehabilitation of the patient at the 
time of admission, In such cases some type of counseling, and some 
Preparation for posthospital occupational adjustment can be car- 
ned on while the client is actually infeasible for ordinary counsel- 
‘8 and training (5). Consideration of what can be done in the 
Way of prevocational counseling and training of clients who are 
'nfeasible will be given in the chapter on sheltered workshops. 


SROUP DETERMINATION OF FEASIBILITY 

Pethaps the most desirable method of determining feasibility 
Or rehabilitation in those cases where there is serious question 
"egarding the decision is through the use of group discussion. Such 
2 method can pool the resources of a number of specialists, includ- 
"8 the counselor the psychiatrist, the social worker, and others 
ah as a placement or employment specialist and a clinical psy 
hologist, Staffing of cases is a common practice in social agencies, 
a is usually a standard practice in rehabilitation centers. In hos- 
P itals also, medical staffing is routine, but until recently a rehabil- 


itat; i 
tation counselor has seldom been included. At the present time 
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many hospitals, including Veterans Administration hospitals, have 
special staff conferences, or in some cases a Rehabilitation Board, 
which meets to consider and determine the patient's readiness—or 
feasibility—for various aspects of the rehabilitation process includ- 
ing occupational therapy, prevocational training, and vocational 
counseling. 

In dealing with outpatient clients, such a procedure has been 
less common, perhaps because of the lack of physical proximity 
of many of the professionally concerned personnel, who tend to 
function on a consultant basis as individuals, The Veterans Ad- 
ministration Vocational Rehabilitation and Education program, 
described in Chapter 2, has long used a staffing procedure for 


working with the seriously disabled, which warrants some dis- 
cussion. 


THE VOCATIONAL REHABILITATION BOARD 

The V.A. Vocational Rehabilitation Board (9), in each Re- 
gional Office, serves as the medium through which the resources of 
specialists in medical and related fields may be utilized for the 
vocational rehabilitation of seriously disabled veterans, The Board 
membership consists of a vocational rehabilitation counselor 2$ 
Chairman, a medical member, who is usually the regular consultant 
for rehabilitation counseling, a social worker, and a representative 
of the Education and Training Section, which is responsible for 
actually inducting the disabled veteran into a training program 
and for following him through his training. In addition to these 
basic personnel, the Board may, and often does, have a clinical 
psychologist as a member, and, for the consideration of particular 
cases, it may call in consultants in such specialties as may be ap 
propriate. 

'The Board has three main functions. First, it is responsible for 
the determination of the feasibility of employment or a vocationa 
training program for the client being considered, Second, if it is 
determined that he is not ready for employment or training, the 
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Board is responsible for organizing and making available to the 
client those facilities and services, medical or otherwise, which 
will, or promise to, lead to feasibility. Finally, the Board is avail- 
able to rehabilitation counselors for consultation on cases in which 
there is no serious question of feasibility, but in which the coun- 
selor desires the assistance of the Board in developing a program 
of rehabilitation. In this way the Board serves as a means of staff- 
ing cases. Here we are concerned with the first two functions of 
the Board. 

. The Board considers the feasibility of cases in which the med- 
ical consultant, on the basis of medical records, or the counselor, 
on the basis of efforts in counseling, or the two in consultation, 
question the feasibility of employment or training. A client who, 
When he applies for vocational rehabilitation, is receiving medical 
°F psychiatric treatment, may be referred for determination of fea- 
sibility when those responsible for his treatment are of the opinion 
that further treatment is necessary prior to an attempt at vocational 
rehabilitation, Clients who apparently refuse to coóperate in coun- 
seling may be referred for determination of whether the refusal 
may be symptomatic of the psychiatric disability. A determination 
of infeasibility may be based upon a nonservice-incurred disability 
as well as upon service-connected disabilities. Clients who are 
already engaged in a training program may be referred by their 
training supervisor when or if it appears that no progress is being 
Made because of the effect or influence of the client's disability. 
Applicants for education of training benefits who are still hospital- 
ized are not considered by the Board until they are discharged 
tom the hospital, or, as is usually the case where the disability is 


Psychiatric in nature, until they are released on trial visit. 
o refers the case to the 


on the case, 


The counselor or other individual wh 
Oard ; : op" j 
i ard is responsible for assembling information 
acluding background information, social service reports, exami- 


nati à 
‘tion reports, medical recommendations, and data from the 
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counseling record. This is prepared in the form of a referral mem- 
orandum to the Board. The history of any previous determinations 
by the Board is included. The referring individual usually attends 
the Board meeting on the case, supplementing his written mem- 
orandum to the Board. He does not, however, have a vote on the 
Board. The client himself does not ordinarily appear before the 
Board, though in rare cases it might be desirable if no other way 
of obtaining current information is available. Usually the referring 
individual is personally familiar with the case, and also in most 
cases one or more members of the Board has had personal contact 
with the client. 

Upon consideration of the available information, the Board may 
decide that it is insufficient as a basis for making a determination, 
and may postpone a decision until specified information or exam- 
inations have been obtained. Otherwise, the Board, after adequate 
discussion and consideration, reaches a decision regarding feasi- 
bility. If it is found that feasibility exists, the Board may make 
specific recommendations, or state certain conditions under which 
employment or training is feasible, or may recommend reduced 
time activity or sheltered employment or sheltered workshop train- 
ing prior to a full-time program, or in other ways provide sugges- 
tions and assistance in developing an effective plan for vocational 
rehabilitation. 

If it is felt that vocational rehabilitation is medically infeasible, 
the Board determines whether such infeasibility appears to be 
temporary, indefinite, or permanent. If it is felt that feasibility will 
be attained in twelve months or less, the temporary category is 
used, and follow-up is provided at intervals not exceeding four 
months. When it is felt that feasibility will be eventually reached, 
but unlikely within twelve months, the indefinite category is used, 
and follow-up action is taken in not less than twelve months. In 
such cases of temporary or indefinite infeasibility the Board may 
develop and recommend a program of treatment or other medical 
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rehabilitation services that can be provided by the V.A. to promote 
Progress toward feasibility, if it feels that all desirable and prac- 
tical measures are not presently being taken. 

When it is determined that the disability is so serious, is pro- 
gressive, or unlikely to improve to any appreciable extent, so that 
it appears that no program of vocational rehabilitation will ever 
be practicable, then the client is classified as permanently infeasi- 
ble. Such action is taken only after it is clearly evident that the 
client never “can reasonably be expected to . . . pursue employ- 
ment in which his earnings will contribute sufficiently to his family 
living requirements to provide a reasonable incentive to continue 
in his chosen occupation after training for it is completed,” and 
Only after “all possibilities of improving the veteran's condition 
have been carefully considered and have been firmly rejected for 
Teasons which would be generally acceptable to qualified special- 
‘sts in the veteran's type of disability" (9, p- 33). No follow-up is 
Made of cases classified as permanently infeasible. 

lt is important to note that the determination of medical in- 
feasibility is made by the Board, and not by a single individual, 
cither medical or nonmedical. Final determinations of medical in- 
feasibility are not “based upon the unexplained opinions or au- 
thority of a single member of the Board, or consulting specialist, 
but are arrived at only after the reasons for the opinions have 
been Considered by the several members of the Board, and have 

Sen found by them to be cogent and acceptable" (9, pp- 31-32). 
A View of the many factors that influence feasibility, including the 
Social and occupational demands of employment and training, it 
Would appear to be highly appropriate and desirable that this de- 
termination be made by a group representing the specialists in- 
Volveq rather than by one person or even two in consultation. The 
Procedure followed by the Veterans Administration, therefore, has 
Much to recommend it to those agencies handling clients who are 
NOt hospitalized, 
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CRITERIA OF FEASIBILITY 


Having canvassed the various methods by which feasibility may 
be determined, it still remains to discuss the important problem of 
the criteria by application of which a client is determined to be 
either infeasible or feasible. What is required for feasibility? What 
factors, if present or absent, lead to a determination of infeasi- 
bility? As has been indicated earlier, in the case of the mentally 
and emotionally disturbed client this determination is more diffi- 
cult than in the case of a more definite and circumscribed physical 
disability. 

We must accept the fact that there is no adequate or completely 
certain method of evaluating the client's readiness for a vocational 
rehabilitation program. Since this is so, we must be prepared to 
expect that some clients who we may have felt were ready are 
found on trial to be incapable of benefiting from attempts at place- 
ment or training. Against the possible effects of failure because of 
lack of readiness must be weighed the effects of denial of oppot- 
tunity when in fact the client is able to benefit. We must then make 
a decision that is a calculated risk. Some of the factors that need 
to be considered in this decision can be enumerated and discussed. 


DIAGNOSIS AND SYMPTOMATOLOGY 


Contrary to expectation, diagnostic labels are not very helpful 
in determining feasibility of vocational rehabilitation (8, P- 3). 
No general rules regarding the feasibility or infeasibility of clients 
with certain diagnoses can be made. We cannot say, for example, 
that clients with a diagnosis of a psychosis are infeasible, while 
those with a diagnosis of a psychoneurosis are feasible; some PSY” 
chotics are feasible and some psychoneurotics are infeasible. A 
pilot study of the rehabilitation of state hospital patients in Cali- 
fornia led to the expression of the opinion that psychotic patients 
do not present greater or different problems than do psychoneurotic 
patients (11). Again a schizophrenic may be feasible or infeasible, 
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depending on a number of factors. However, in so far as a psy- 
Chosis in general indicates a more severe condition than a psycho- 
neurosis, and in so far as many of the unfavorable factors of 
Importance are present more frequently in psychotics than in psy- 
choneurotics, it is probably true that psychotics are more frequently, 
or relatively more likely to be, infeasible than psychoneurotics. 
Symptoms are not necessarily of crucial importance. For example, 
a client who is actively hallucinating or is delusional in certain or 
limited areas may be feasible, whereas another who is merely over- 
anxious may be infeasible. In other words, the extent of the effect 
9n the client's behavior, whether limited to certain areas or present 
in all his behavior, is important as well as the severity of the symp- 
tom, It is impractical, as well as unnecessary, that a client be re- 
quired to be entirely symptom-free to be feasible. There are few 
complete cures in psychiatry—and there are relatively few com- 
Pletely symptom-free individuals in the general population. 

It is thus not necessary that a client have gone through a psychi- 
attic diagnostic evaluation in order that a determination of feasi- 
bility be made. Many clients seen by the counselor will never have 

cen seen by a psychiatrist, or, if they have, many may not have 
Teceived a formal diagnosis. Of course, in most cases of doubt 
about a client's feasibility the counselor will want psychiatric con- 
Sultation, but the obtaining of a psychiatric diagnosis per se is not 
Sssentia] for evaluating feasibility. 
It is not necessary that psychiatric treatment or psychotherapy 
€ completed prior to the beginning of a program of vocational 
Tehabilitation, It may be desirable to have treatment continue dur- 
108 part or all of the period of vocational rehabilitation. 


PERSONAL CHARACTERISTICS OF THE CLIENT 

and symptomatology are certain 
lient which indicate a 
l, as 
it is 


More important than diagnosis 
Persona] characteristics of the individual c 
-Avorable Prognosis for vocational rehabilitation. First of al 
In. the Case of acceptance of and prognosis in psychotherapy, 
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important that the client have an awareness of the fact that he has 
a mental or emotional disability. A client who is emotionally dis- 
turbed but who has no insight or awareness regarding this, or who 
denies it, is less likely to be able to function in a vocational reha- 
bilitation program than a client who recognizes his condition, has 
accepted or will accept treatment if it is indicated, and who feels 
that he is making progress in recovering from his disability. 
Although this is true in general, occasionally a client with cir- 
cumscribed delusions or hallucinations may be able to function 
adequately on a particular job in a particular situation without in- 
sight into the condition. The writer remembers a client who, al- 
though having insight into the fact that she had been ill and was 
still not completely well, was not convinced that certain dreams 
she had were not imposed on her by outside influences. She rea- 
soned that since they were not related to any of her conscious ex- 
periences or thinking they could not originate within herself, but 
must be introduced from without, probably by communist influence. 
Yet in spite of this belief, she was placed in a professional position 
in a field of social work and was able to function adequately on 
the job. 

Another important personal characteristic important in the eval- 
uation of feasibility is the initiative and motivation shown by the 
client. This is admittedly difficult to evaluate, but if there is a 
complete or almost complete lack of interest in the client in doing 
something for himself, little can be done for him. This is, of 
course, true in the counseling of all persons, But it is perhaps more 
frequently a factor in working with the emotionally disabled, True, 
it may be a manifestation of the disability, and not a willful lack 
of interest. But nevertheless interest must be potentially there or 
vocational rehabilitation will be a failure. Rather frequently clients 
are referred for vocational rehabilitation by some person or agency, 
even by psychiatrists, without any initiative or motivation for em- 
ployment or training on their part. Sometimes the counselor is 
asked to develop or stimulate motivation. Unfortunately there is 
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no known method by which a counselor can develop motivation 
in a client who is entirely lacking such motivation. Sometimes ther- 
apy can lead to the development of such motivation. Lack of moti- 
vation may be a characteristic of the client's disability, and may be 
a defensive characteristic. The counselor, however, cannot be ex- 
pected to stimulate or develop it in such cases. 

John T. was a veteran of superior ability who entered a univer- 
sity under the G.I. Bill. He had no definite or specific vocational 
objective. He liked to read, but instead of reading course assign- 
ments he read books on philosophy and related subjects. As a result 
he failed to complete the required work and was dropped from 
school. He later became eligible for vocational rehabilitation train- 
ing when it was recognized that he had a nervous condition related 
to his period of service. He desired to return to college, Because 
of this apparent motivation he was allowed to do so under the 
veterans’ rehabilitation program, with the recommendation that 
he have psychotherapy. The veteran saw a psychologist, and was 
referred to the Mental Hygiene Clinic. He did not continue with 
Psychotherapy. In one year of college he failed to complete more 
than two or three courses. It was felt that he was infeasible, and 
his training was discontinued, and another attempt made to get 
him to accept psychotherapy. He did not do so, however, but re- 
turned to a life of inactivity except for the care of some chickens 
and ducks at home. After a period of seven years, he reported at 
the Mental Hygiene Clinic asking for treatment. Following several 
months of treatment he requested training as a teacher. His con- 
dition appeared to be favorable and he was felt to be feasible and 
Was approved for training. He reported to the counselor that he 
had developed the realization that he wasn't getting anywhere, and 
recognized that if he were to do so he would need treatment. Al- 
though it might appear that earlier he had been motivated for 
college, this was actually an unrealistic desire to read in a field 


that was impractical from a vocational standpoint. Vague motiva- 


tions to read or study philosophy or psychology in emotionally 
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disturbed persons are usually not useful in following a practical 
training program, though there may be exceptions. This veteran 
was rather unusual in that he developed a motivation for treatment 
and training in a practical field of work after so many years of 
withdrawal and inactivity. The prognosis for this is rather poor 
after such a long period of time. Nevertheless the case illustrates 
the fact that the counselor cannot supply motivation toward a 
realistic vocational goal. The client must himself acquire this, in 
many cases by first feeling a need and desire for psychotherapy or 
psychiatric treatment, which may then provide a foundation for 
vocational motivation. 

Perhaps these two factors of recognition of the existence of an 
emotional disability, and the initiative and motivation toward a 
practical vocational objective, together with other relatively in- 
tangible characteristics, may be subsumed under the heading of 
contact with reality. This, of course, is not an all-or-none charac- 
teristic, but a continuum, It is necessary to evaluate the client's 
place on this continuum to determine whether he is in sufficient 
contact with reality to be able to adjust in an occupational situa- 
tion. Although the client must be sufficiently in contact that he 
does not experience hallucinations that are disrupting to his work, 
yet as indicated above, certain limited hallucinatory experiences 
may not be a deterrent to satisfactory performance, A client who 
heard voices from automobile motors through ‘ 
with the electrical system was nevertheless able 
quately as an automobile mechanic, since these voi 
ence his behavior on the job. A client may have 
delusions, like the girl mentioned above, but if the: 
themselves in paranoid attitudes toward employ 
ployees they may not interfere with occupatio 
client may appear to be withdrawn, lacking alm 
taneity, but at the same time may be well awa 
on, and able to respond reasonably to requests 
ments of a working situation. Such a person, 
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considered "queer" and asocial by his fellow employees, can be 
tolerated and may function quite well as a worker. 

It will be recalled that in Chapter 1, the concept of emotional 
disturbances as a defect in communication was suggested. It is by 
communication that an individual makes and keeps in contact with 
reality, and shares in the common social life. From the standpoint 
of vocational adjustment, it appears that ability to communicate 
may be less important than the ability to be communicated with. 
As suggested above, the relatively mute client, who is nevertheless 
aware of what is going on, and may in fact be quite sensitive to 
his surroundings, may be unable to respond verbally but still able 
to respond behaviorally. It appears possible that in mental illness 
the ability to communicate is affected before the ability to be com- 
municated with, Experience with psychiatric patients indicates that 
in many cases, while they were seriously ill and unable to express 
themselves, they were keenly aware of what was being said about 
them. Catatonic schizophrenics who have had to be fed by a tube 
have reported after recovering from the acute condition that they 
Were aware of what was going on around them. 

The factors that have been discussed so far are extremely difficult 
to assess, It requires considerable clinical skill and judgment to be 
able to appraise an applicant's readiness or feasibility for employ- 
ment or training. The task is extremely difficult compared to the 
evaluation of the feasibility of clients with most of the physical 
disabilities, It would be helpful if there were tests of mental and 
€motional functioning as objective and valid as tests of physical 
Strength and endurance, of the extent and limitation of motion, 
etc, Such objective tests are not available, however. 


OTHER CHARACTERISTICS OF IMPORTANCE 


There are certain objective facts that are sometimes used in de- 


termining prognosis for success in vocational rehabilitation. One 


of these is the duration of the illness of the patient. It is often felt 
that the client who has been ill or hospitalized for several years 
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is a poor bet for rehabilitation. This view may find support in the 
fact that the longer a psychiatric patient has been ill, the smaller 
are his chances of recovery. However, recent developments in treat- 
ment are demonstrating that with attention and effort even chron- 
ically ill mental patients do recover. In the case of many of the 
clients seen by the rehabilitation counselor, the patient has shown 
improvement or recovery sufficient to be considered for rehabilita- 
tion. In such cases, it is important to consider his present status 
and condition, rather than his past history. It may be true that, in 
a group of patients, those with longer periods of illness may show 
a lower rate of success than those with shorter periods of illness 
(11, p. 32)—though this has not been experimentally demon- 
strated—but it is also true that those who show clinical improve- 
ment or recovery even after years of illness are capable of achieving 
vocational rehabilitation. Long hospitalization may in some cases 
tell more about the institution than the patient, since it may indi- 
cate neglect or lack of treatment rather than inability of the patient 
to respond to treatment. 

Another factor often considered to be important is the patient's 
preillness adjustment or occupational status. It is suggested, for 
example, that "those patients who have never shown any success 
in fundamental areas of life over a long period of time are def- 
initely poor risks for rehabilitation" (11, p. 32). This again may 
be true in general. The poor lifelong adjustment may in many cases 
indicate the existence of the illness long before it was recognized 
or became acute enough for hospitalization, Nevertheless, we must 
look at the client's present condition, and avoid prejudging him on 
the basis of his history. 

Another factor often considered of importance is repeated hos- 
pitalization, where patients apparently achieve remission, only to 
become ill again. This may be an indication that they are unable 
to maintain themselves outside the hospital, However, it must also 
be determined whether this might not be related to the fact that 
they have not received any assistance in vocational rehabilitation. 
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Long out-patient psychiatric treatment without hospitalization, 
or prior to hospitalization (11, p. 32) has been felt to be indicative 
of a poor prognosis. This may be an indication that the patient is 
unable to improve sufficiently to achieve independent functioning. 
However, here again there are exceptions—some of our most suc- 
cessful individuals have undergone many years of intensive psycho- 
analysis! 

The upshot of all this is that there is no infallible single indica- 
tion of success in vocational rehabilitation. No applicant or client 
should be judged on the basis of such factors as diagnosis, dura- 
tion of illness, or premorbid adjustment alone. Each client must be 
considered as an individual, in terms of his present condition, his 
present insight, motivation, and adjustment, his ability to com- 
municate and relate to others in situations that are a part of the 
Occupational environment in which he might appropriately be 
placed. 

A final practical situational test may sometimes be of value. It 
may be possible, in situations where a community group is active 
in assisting in the rehabilitation of the emotionally disabled, for 
the patient to be interviewed in an informal situation, by experi- 
enced employers who are members of the committee. Such employ- 
€rs may be able to judge whether the patient is sufficiently well to 
be likely to be hired by an employer. It must be recognized here, 
however, that a patient might be ready for transitional sheltered 
employment, or certain types of training or retraining, even though 
not presently employable in competitive work situations. 


BORDERLINE CASES 


Since the criteria discussed above are continua, there will always 
be a number of cases where decision is difficult. No matter how 
the clinical psychologist, the psychia- 


experienced the counselor, 
trist, and the other specialists who participate in the evaluation of 
here there is doubt. We may 


feasibility, there will be some cases w 
not be able to determine i£ a client is feasible until we actually try 
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him out in an employment or training situation. As has been sug- 
gested earlier, one of the factors entering into our decision to try 
him out will be our judgment of the relative effects of failure on 
the one hand, or on the other hand of telling him, in effect, that 
he is too sick to work. Of these two evils, the writer feels that in 
most cases where there is some possibility of success in an appro- 
priate situation, the former is the lesser evil. 

One of the problems created by such cases is the effect not on 
the client, but on the employer, if the client proves to be unable 
to adjust. Such a failure may lead an employer to hesitate, or even 
refuse to accept other emotionally disturbed clients for placement. 
Counselors and placement officers are concerned about this. Care 
must be taken that this fear does not lead to overcautiousness in 
accepting a client as feasible. 

With the need for an actual tryout experience, and the difficulty 
of doing this in industry or business itself, the need for a testing 
laboratory is apparent. A sheltered workshop would constitute such 
a laboratory. Here the client could be tried out under a variety of 
conditions, could be observed and evaluated, and a more realistic 
decision could be made regarding his readiness for employment or 
training. If it should appear that the client is not ready, but shows 
Promise of achieving feasibility during a period of sheltered em- 
ployment, he can remain in the workshop for this purpose. 

In a few places sheltered workshops are being used for this pur- 
pose, though mainly for the physically disabled (3, 7). The Vet- 
erans Administration authorizes a period of work adjustment, 
training both for diagnostic purposes, which would include eval- 


uation for feasibility, and for restorative Or corrective purposes, 


or training and therapeutic effects (10). Further discussion of the 


place of sheltered workshops in rehabilitation will be found in a 
later chapter. 


RESEARCH STUDIES 


Little if any research has been done to determine the factors that 
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a eee to success in training or employment. Balinsky's fol- 
Rapa the occupational adjustment of twenty-one counseled 
schizophrenics suggests some of the characteristics that may be 
related to feasibility (1). The eight cases showing poor adjustment 
were felt to be characterized by poor attitudes toward their status 
in society (including two who were in a delusional state); by low 
drive; by flat emotional expression; by other disturbed behavior; 
by a tense home situation; or by depressed motility. These may be 
interpreted as indicating poor initiative and motivation, and with- 
drawal from or poor contact with reality or inability to cope ade- 
quately with reality. 

From the practical standpoint of occupational functioning, it is 
the effect of such characteristics on the ability of the client to at- 
tend to and concentrate on the job at hand that constitutes their 
disabling effects, although also present is the effect on fellow em- 
ployees with the resulting attitudes and behavior toward the client, 
which may make occupational adjustment difficult or impossible. 

Stotsky and Weinberg (6) have recently reported on a study of 
the adjustment of eighty psychiatric patients to manual arts and 
educational therapy situations and their progress to a regular work 
assignment in the hospital. A sentence completion test was devel- 
Oped, containing sixty-nine items classified into nine areas: (1) 
reactions to situations of difficulty, (2) need achievement, (3) spec- 
ificity of goals, (4) reaction to failure, (5) self-reliance, (6) per- 
Sistence on the job in the face of boredom, distractions, etc., (7) 
ctions to peers, (9) reactions to sub- 
ed as either positive reactions or not 
e on each area was the total of posi- 
area. Each patient was classified 
basis of ratings by the therapists 
attitudes, and interpersonal rela- 
on the nine areas of the sen- 
p were compared with this 
p obtained higher scores on 


reactions to superiors, (8) rea 
ordinates, Responses were scor 
Positive reactions, and the scor 
tive responses to the items in the 
into a high or low group on the 
on work habits and skills, work 
tionships on the job, and the scores 
tence completion test for each grou 
Classification. Patients in the high grou 
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all but the self-reliance area of the test, the differences being sig- 
nificant at or beyond the .05 level. Persistence-on-the-job scores 
were most important in predicting the ratings. Eight of the nine 
scores were significantly related to outcome of treatment as meas- 
ured by progress to higher level assignments, or discharge from 
the hospital. Self-reliance was the most important score in this 
part of the study. 

While this study did not include the posthospital vocational ad- 
justment of the patients, it does provide some encouragement that 
objective measures may be developed for assessing or predicting 
the ability of the patient or client to adjust in work situations. 

However, until such measures have been developed and vali- 
dated, we are dependent upon clinical assessment of a client's 
readiness for vocational training or placement, Further studies of 


factors related to occupational adjustment will be discussed in 
Chapter 12. 


SUMMARY 


Many of the emotionally disabled are not in need of vocational 
rehabilitation services, Their disability may be relatively mild, or 
there may be no value in a change of occupation. Such people may 
be in need of psychotherapy rather than vocational rehabilitation. 
An emotionally disabled person is in need of vocational reha- 
bilitation if he is handicapped in obtaining or retaining employ- 
ment because of his disability. He may never have had employment, 
and face the problems of employer attitudes toward his disability; 
he may have had employment and lost it because of his disability; 
or he may be presently employed in an Occupation that is unsuit- 
able and aggravating to his disability. 

Once it is determined that an applicant is in need of rehabilita- 
tion, it is necessary to determine if he is ready for rehabilitation, 
ie. if he is feasible. He may be too ill or disturbed to be able to 
benefit from efforts toward rehabilitation; he may need hospital- 
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ization or out-patient treatment before being ready for vocational 
rehabilitation. 

The responsibility for determining feasibility for rehabilitation 
may rest with the counselor, with the psychiatric consultant, with 
both jointly, or with a group of specialists. It is suggested that a 
gtoup or board is best able to make this decision, and the Voca- 
tional Rehabilitation Board of the Veterans Administration is de- 
scribed as it functions for this purpose. 

Criteria for determining readiness for rehabilitation are difficult 
to obtain or to apply. Diagnosis and symptomatology are of little 
value, except as possible indications of the severity of the condi- 
tion. The client's awareness of and contact with reality, partic- 
ularly as indicated by his ability to receive communications from 
others, are suggested as being of prime importance. In many cases 
it is not possible to reach a decision without an actual tryout ex- 
such cases a sheltered workshop can serve 
tion in which the client’s readiness 
ping him develop a readiness for 

appears that he is not 
e readiness by sheltered 


perience for the client. In 
the function of providing a situa 
can be evaluated, as well as hel 
training in competitive employment if it 
now ready, but could be helped to achiev 
workshop activities. 
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THE COUNSELING PROCESS 


O OOO 


GHAPTER 7 


General Problems in Counseling 
the Emotionally Disturbed 


a 


Although the general principles of counseling and interviewing 
apply to the counseling of the emotionally disturbed, difficulties 
arise with emotionally disturbed clients that are not present in the 
case of the emotionally adjusted or the physically disabled. In this 
chapter certain of these general problems will be considered. In 
later chapters we shall deal with the effect of emotional disturb- 
ance or disability upon the use of tests and upon the choice of an 
Occupation. Here, and in the next chapter, we shall concentrate 
upon the general counseling process and upon the counseling in- 
terview, 

It is generally agreed t 
emotionally disturbed takes 
rehabilitation of the physicall 
difficulty in determining the suit 
there are a number of other reas 
disability, which is the complicating factor in selecting a s| 
objective, has other effects also. Two characteristics of emotional 
disturbances contribute to the difficulty o 
The first is the fact that the disturbance affects the general, total 
functioning of the individual, as contrasted with the more specific 
effects of the physical disabilities. True, the physical disabilities 


hat the vocational rehabilitation of the 
more time and effort than does the 
y disabled. In addition to the greater 
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ons for this. The nature of the 
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are often accompanied and complicated by psychological factors 
(2, 7). But in the case of the emotionally disturbed, these factors 
are the disability—they are always present, and usually complex. 
The disability is manifested as a dysfunctioning of the whole indi- 
vidual, affecting his total behavior, rather than as a part dysfunc- 
tion. Secondly, in terms of the disability and its manifestations 
including the vocational or occupational limitations, there is greater 
variability among the emotionally disturbed as a group than among 
any group with a particular physical disability. This variability 
among clients means that the rehabilitation counselor is faced with 
a more difficult task in appraising the individual client. There are 
few, if any, general statements that can be made about all the 
emotionally disturbed that are very helpful to the counselor in 
working with a particular client. 

As a result of these characteristics of the emotionally disturbed, 
the counseling process is complicated and usually lengthened. The 
general personality involvement often interferes with the develop- 
ment of rapport, and with achievement of an understanding of the 
client through becoming familiar with his past experiences and 
background and his present functioning, as represented in part by 
his performance on tests. The assessment of motivation and inter- 
ests, and of the ability of the client to develop and use his abilities 
is difficult. Time and patience are required in understanding the 
client because of retarded or disordered or illogical thinking. An 
occupational choice may be more difficult to make, and more 
time-consuming when emotional problems are present. Again, the 
presence of the disability usually makes placement more difficult. 
Progress is often impeded, so that training or adjustment to a job 
is slower. The disability affects and complicates the nonoccupa- 
tional aspects of adjustment, which require more attention than in 
the case of the physically disabled. Follow-up supervision therefore 
must be more frequent, and continued for a longer period of time. 

These are factors affecting the rehabilitation of the emotionally 
disturbed. But the counseling process itself remains the same. It 
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m therefore not proposed to consider here basic counseling tech- 
niques. À number of papers describing aspects of the vocational 
rehabilitation counseling of the emotionally disabled have ap- 
peared (3, 5, 8, 9, 10, 12, 14, 16, 18, 21, 24). These are very gen- 
eral in nature, mainly descriptive of various programs. There is no 
adequate discussion of the counseling of the emotionally disturbed 
toward vocational rehabilitation. 

We are concerned here with the aspects of the counseling proc- 
ess that are modified by the nature of the disability. In this chapter 
we shall consider the implications of the diagnosis for counseling, 
and the general influence of the nature of the disability upon the 
Various steps in, or better, aspects of, the counseling process. We 
Shall limit ourselves to the counseling process itself, with one ex- 
ception—the relation of the counselor to sources of referral. We 
shall consider the referral process, particularly in the case of hos- 
Pitalized patients, since this is important in determining when the 
ated. We shall also consider here the use 


Counseling process is initi 
ally disturbed, and the matter 


of forms in counseling the emotion 
of recording the results of counseling. In the following chapters 
We shall give attention to three particular aspects of counseling, 
Le., the counseling interview, the use of tests with the emotionally 
disturbed client, and the selection of the vocational objective. 

We shall not deal with the routine of the application process, 
evaluation of eligibility for services, or the procedure of obtaining 
medical evaluation. These vary with the agency, and are easily 
learned on the job. Nor are we concerned with arrangements for 
obtaining records of previous education or training, Case histories 
Or social service reports, special examinations, etc. 


F THE DIAGNOSIS 

nterest in the psychiatric diag- 
rently feel that nothing can 
ade. The question arises as 
gnosis is to the vocational 
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rehabilitation counseling process. We saw in the preceding chapter 
that it was of little value in determining feasibility. 

Apparently the concern with psychiatric diagnosis is related to 
the importance of a diagnosis in general medicine, where it is 
often claimed to be necessary before treatment can be given since 
it determines the specific treatment to be used. Even here, however, 
it may be mentioned that with the new so-called “wonder drugs,” 
which have wide application in different conditions, a specific diag- 
nosis is not so important; if one drug doesn’t work another is tried, 
etc. In many cases the diagnosis is made in retrospect, only after 
determining the response to various treatments, and in some cases 
only post mortem, The significance of a diagnosis lies in its impli- 
cation for differential handling of the client. A diagnosis is a classi- 
fication, which is useful only if those individuals who are classified 
in a certain category are like each other in some significant or 
meaningful aspect or aspects, and unlike those placed in other 
categories in these respects. 

A basic consideration in classification is the reliability of the 
classification. That is, will different individuals agree in their clas- 
sification of patients? It has been suggested in Chapter 1 that the 
assignment of patients to the various psychiatric categories varies 
in time, among countries, among sections of the United States, and 
among individual psychiatrists. Studies of diagnostic classifica- 
tions have shown that there is disagreement among professionals 
who make the diagnoses (1, 6, 11). It would thus appear that, 
whatever the reasons for the disagreement, such an unreliable clas- 
sificatory system is of relatively little practical value. Apparently 
there is considerable overlapping among the diagnostic categories. 
It appears that there is probably greater difference or variability 
among those in a particular diagnostic group than there is among 
the groups. 

The lack of practical value in specific diagnoses is being increas- 
ingly recognized in psychiatry. The stress on diagnosis or the con- 
ception of specific disease entities in the mental area, with specific 
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causes, courses, signs or symptoms, and treatment is declining. 
Whereas a few years ago a paper of the writer (13) met with the 
expression of considerable disagreement, recently many psychia- 
trists have been taking essentially the same position. Bateson (17) 
quotes an unnamed psychiatrist (a “Freudian analyst") as saying 
that “There is no such a thing as a mental illness. There are only 
mechanisms of a neurotic or psychotic nature. Normality includes 
all possible neurotic and psychotic mechanisms. If none are pre- 
dominant, and all are under the individual's control, he is ‘nor- 
mal " (p. 234). This indicates that, as is generally accepted, it 
is difficult to classify people as normal, neurotic, or psychotic, since 
there is a continuum of adjustment with no sharp lines separating 
the three categories. 

In summarizing a mental health workshop for rehabilitation 
counselors, Williams reports that Dr. Maurice Grossman, a psychi- 
atrist in a Veterans Administration hospital, “stressed that there is 
too much concern with psychiatric labels, and that these labels are 
Dot very helpful in determining the feasibility of rehabilitation, 
Or the suitability of various kinds o£ rehabilitation" (28, p. 3). In 


another workshop (25, p. 15) Dr. Rottersman of the Menninger 


Foundation stressed the same point, warning against the too facile 
ychiatrists such as Karl Men- 


BAe of psychiatric labels, while ps 

ninger and Karl Bowman have declaimed against the undue 

dependence of workers in the field of human behavior on such 

Nosological designations as neuroses, psychoses, and psychopathic 

Personality, Williams summarizes Dr. Rottersman as saying that 
d psychopathic personality, 


Such labels as neuroses, psychoses, an 
although useful for administrative and statistical purposes, have 


limited value in helping one to understand the nature of the per- 


sonality difficulty of the individual to whom they are applied, and 
tment, We treat people who 


are almost valueless as guides to trea 
are emotionally ill, and not diagnostic labels. The proper use of 
entire session of the Fourth 


nomenclature was the subject of an 
Mental Hospital Institute recently held in Columbus, Ohio, with 
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Drs. Jack Ewalt, George Raines, and Morton Kramer acting as the 
panel for the discussion. Dr. Kramer, who heads the Biometrics 
Branch of the National Institute of Mental Health, stated that the 
disagreement in the use of diagnostic terms is so wide that there 
is no way to know how they are being applied or being used in 
any given hospital. There is even slight agreement as to the basis 
for distinction between the neuroses and psychoses” (p. 16). 

Dr. Watterson, another Menninger Foundation psychiatrist, 
stated that "The shorthand of the psychiatrist [his system of diag- 
nostic labeling] is of very limited use. Only rarely does it point 
the way to a specific treatment. Usually it tells us nothing of all- 
important questions such as severity of illness, treatability of the 
patient, or the attitude of the patient or his family to his illness" 
(25, p. 43). 

If psychiatrists do not feel that diagnostic labels are very useful, 
then counselors should be wary of attaching importance to them, 
and being influenced in their counseling by the diagnosis that a 
client happens to have attached to him. The danger of a diagnosis 
is that it can lead the counselor to adopt certain attitudes toward 
an individual client that may harmfully affect the counseling rela- 
tionship and the rehabilitation process. Fixed and rigid ideas at- 
tached to a psychiatric diagnosis blind the counselor to seeing the 
client as an individual. It has even been a practice in some instances 
to deny vocational rehabilitation to an applicant solely on the basis 
of a diagnosis of a psychosis. "Vocational counselors who work in 
hospitals or who make use of psychiatric clinics often have a tend- 
ency to draw up a plan on the basis of the diagnosis. Again we 
wish to emphasize very strongly indeed that less attention should 
be paid to diagnostic labels and more attention should be paid to 
the individual" (25, p. 19). A pilot study in the rehabilitation of 
state hospital patients resulted in the conclusion that "There was 
no perceivable relationship between any particular diagnosis and 
success and failure in rehabilitation" among a group of psychotic 
patients (29, p. 32). 


Problems in Counseling the Emotionally Disturbed 167 


The particular diagnosis which a client carries is therefore not 
of primary importance. The counselor must avoid prejudging the 
client's feasibility for rehabilitation, his prognosis in vocational 
rehabilitation, or his adaptability for a particular type of work, on 
the basis of a diagnostic label. Every client must be worked with 
as a unique individual. To be sure, the psychiatrist can often be 
very helpful in evaluating a client's condition and prognosis. But 
this goes beyond making a diagnosis; it must be an evaluation of 
the client as an individual. There is no magic in a diagnostic label 
that can allow the counselor to pigeonhole the client, and upon 
Which he can base decisions of feasibility, limitations, appropriate 


Occupations, and prognosis. 


PROBLEMS OF REFERRALS 


Referral is an important factor in counseling, since it determines 


the time when the vocational rehabilitation process can begin. In 
many if not most hospital situations, the counselor cannot begin 
to work with the patient until a formal referral is made. Methods 
of referral—or sources of clients—vary with whether the client is 
hospitalized or not. 

Where the client is not hos 
by some other individual, often not a professional 
client himself, or some relative or friend or an employment agency 
may refer him. In such cases the counselor may have no informa- 
tion of a professional nature about the client’s background, in 
terms of his mental condition. If the client appears to be emo- 
tionally disturbed, or if the referring individual feels that he is 
emotionally disabled, the counselor must begin a process of deter- 
mining whether the client is actually vocationally handicapped by 
an emotional disability, and whether the client's condition is such 
that a plan of vocational rehabilitation is feasible. In this process 
the counselor depends on his own evaluation, based upon his inter- 
Viewing the client and the information available from the client, 
his family, and the referring individual, and upon evaluations ob- 


pitalized, the referral usually is made 
person. The 
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tained by referral to other professional persons, including psychol- 
ogists, psychiatrists, and social workers. 

Where the client is referred by a psychiatrist, a mental hygiene 
clinic, or a social agency, the counselor has information available 
to assist in the evaluation of the client’s need and readiness for 
vocational rehabilitation. Often the referral source has already 
evaluated the client as feasible prior to referral. In such cases the 
counselor still must evaluate the client’s need and readiness. The 
methods of reaching a decision as to need and feasibility for voca- 
tional rehabilitation have been dealt with in Chapter 6. 

In the case of these nonhospitalized clients, procedures of refer- 
ral must be worked out individually with the sources of referral. 
Over a period of time, which includes experience with a number 
of clients, those persons or agencies referring clients can be helped 
to develop an understanding of the vocational rehabilitation pro- 
gram and the kinds of clients who are in need of and feasible for 
rehabilitation. 

Where the counselor works outside the hospital with clients who 
have been discharged from the hospital, he functions in much the 
same way. Clients may be referred by the hospital, usually through 
the social service department, upon discharge from the hospital. 
This, however, is not an effective way of working with clients who 
require hospital treatment. Work with such clients should begin 
before they are discharged from the hospital. 

The counselor who works with hospitalized patients during their 
hospitalization faces a problem of referral that is often difficult to 
work out. There are still many hospitals where the postdischarge 
vocational adjustment of the patient is considered, if at all, only 
when discharge is immediately contemplated. It is only then that 
the patient is referred for vocational rehabilitation counseling. 
While this may be somewhat better than referring the client at 
the time of discharge, it is still an inefficient way to assist the 
patient in becoming vocationally rehabilitated. Where this is the 
practice, patients may be unprepared for counseling. If they are 
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aware of the fact that a referral to vocational rehabilitation coun- 
seling is an indication of pending discharge (where, as often, this 
is the first indication to the patient of being discharged), they may 
react in one of two unfavorable ways. The patient may take this 
as sure evidence of discharge and may be disappointed if not dis- 
charged, or if discharge is delayed. Or, the patient may feel un- 
ready for discharge or experience it as a rejection, or be reluctant 
or afraid to leave, and react with exacerbation of symptoms and 
resistance to counseling (20). Where vocational rehabilitation 
counseling is begun early, and introduced gradually, the patient is 
helped to prepare for discharge so that there is no sudden facing 
of a discharge with its possible problems. 

Where the patient is referred to the counselor just prior to, or 
at discharge, a problem may be created if the counselor rejects the 
Client for vocational rehabilitation. In most state rehabilitation 
agencies the counselor may reject any Cases referred to him. This 
may be done on the basis of infeasibility—or of relative infeasi- 
bility in comparison with other clients needing help. The counselor 
May find himself unable to accept all the clients referred to him 
for service, Or, the counselor may feel unprepared to handle a 
Case, In any event, the client will probably experience disappoint- 
ment, discouragement, if not a more harmful feeling at being re- 
jected, even though he may be referred elsewhere for help. It 
would be better if the refusal to accept a client were made prior 
to a formal referral, unless the referral can be handled so as to 
Prevent its being seen as rejection. 

The vocational rehabilitation of the 
for consideration from the time he enters the hospital. Some psy- 
Chiatrists recognize and recommend this (see, €.» 4, 15). But 
there are too many others, and also many counselors, who probably 
feel, as Needelman did, that “The counseling psychologist fits 
into the picture toward the terminal end of the patient’s stay in 
the hospital” (12, p. 448). It is felt that the vocational rehabilita- 
tion of mental hospital patients would advance if this attitude 


patient should be a matter 
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were generally changed, and vocational rehabilitation counselors 
brought into the hospital and into the treatment program for the 
patient from the beginning. Of course, in the case of particular 
patients, such as those who are seriously disturbed for some time 
after entrance into the hospital, the counselor will not begin to 
work with them in terms of vocational rehabilitation for some 
time. Even here, however, the counselor should be present at staff 
conferences, to be ready to enter into the treatment program when 
the patient is ready to consider his vocational future, and even ear- 
lier to suggest prevocational values in the other treatment activi- 
ties. The vocational rehabilitation counselor should therefore be 
included in the treatment and rehabilitation program of each pa- 
tient from the time of admission. In some cases actual counseling 
may begin almost immediately following admission. In others no 
formal counseling may occur for some time. 

But even in those cases where the patient is not ready for voca- 
tional counseling, the course of treatment should always have as 
one of its goals the future vocational adjustment of the patient. 
In the process of physical and occupational or industrial therapy, 
the possible vocational implications should be considered, Much 
of the activity of the patient in these areas, and in educational and 
recreational therapy, can constitute to a certain extent prevoca- 
tional tryouts and training. “Occupational therapy need not be 


only avocational. It can have pre-vocational and vocational goals 
as well” (4, p. 204). 


THE COUNSELOR AS A TEAM MEMBER 


This means that the vocational rehabilitation counselor should 
be a member of the staff of the hospital in a real sense. He should 
be present at all staff conferences in which the treatment and prog- 
ress of patients is considered. He is thus able to contribute to the 
planning for each patient in terms of the prevocational and voca- 
tional significance of the activity. This means that he will observe 
and counsel patients prior to their readiness for beginning coun- 
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si 2 a definite vocational objective. He should be included 
ied sie ing out of an assignment of the patient to the most 
en B type of occupational and educational activity, in terms 
patient's aptitudes, abilities, and interests. In this way the 
oin process may be meshed with the vocational rehabilita- 
process, and the interests and abilities of the patient can be 
explored in a prevocational setting. 
Mi ein type of program there is no sharp line between treatment 
oe counseling. There is no definite point at which voca- 
E counseling begins, at which the patient is suddenly told: 
E we shall begin to plan for your vocational future.” There 
tana situation no great problem of referral. In each staff con- 
e, the vocational rehabilitation counselor is present, and the 
oe works out the next steps in the program of the patient, so 
te when the group feels the patient is ready to advance in the 
irection of preparation of vocational plans, the counselor then 


be : ; ; f 
comes more active, and offers his services to the patient. Referral 


isi ; : 5 
In a sense a gradual process. Conventional vocational counseling 
s the patient is ready 


sd begin at any time, whenever the staff feel i 
Ga benefit from counseling and planning for postdischarge 
ional adjustment. It is in this way that the team approach is 
se Benia, There is no sharp division between therapy and 
Set nig counseling; psychiatric therapy can and usually does 
E inue after vocational counseling is begun. The vocational coun- 
"E contributes to the total process. Anyone working with the 
dera may bring up the appropriateness of beginning formal vo- 
" "ona counseling in staff conferences. And the counselor after 
Binning to work with the patient, can request the help of the 
on in any aspect of the counseling, or arrange for special staff 
erences if necessary. The nature of the staff conference may 
Vaty with the stage that the patient has reached. Where in the 
Si Stages of treatment the conference may be primarily med- 
Y or psychiatrically oriented, and the counselor's function may 
* minimal, being primarily that of an observer, a$ the patient 
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progresses the medical aspect may become less important, and the 
vocational aspects more important. The counselor is then more 
active, and it may be that the staff members participating in the 
conference may change. The counselor may desire the help of non- 
medical, or paramedical, personnel on a particular aspect of the 
case, and may arrange for special staff conferences that may not 
require attendance of medical staff members. 

The counselor is solely responsible for the professional per- 
formance of the counseling function. But a vocational objective or 
plan when reached in counseling should be agreed upon as appro- 
priate and consistent with the patient’s physical and mental condi- 
tion and limitations by the whole staff. There is thus medical 
approval of the program. 

Stotsky and his associates (19) describe one way in which the 
counselor can work with chronic schizophrenic patients in helping 
them in a program of vocational activity, Twenty-eight patients 
were selected for the experiment, the only requirement being suf- 
ficient coóperativeness to be approachable. Half were subjected to 
the experimental program and the other half held as controls. The 
counseling psychologist held weekly group meetings with the four- 
teen experimental subjects, discussing vocational adjustment prob- 
lems in general. Each patient was seen individually twice weekly 
for counseling about his hospital work assignments, with changes 
in assignment being made when indicated. The counselor also dis- 
cussed the patients with the rehabilitation therapists. He reported 
the patients’ progress to the psychiatric team, The experiment con- 
tinued for eight weeks, at the end of which the experimental 
group, while showing no improvement symptomatically, did show 
changes for the better in other respects. There was a more positive 
self-concept at the end of the experiment than at the beginning, 2 
change not shown by the control group, The experimental group 
showed a significant favorable difference from the control group 
in a rating on work ability, in the average number of sessions 
missed from the work assignment, and in assignment to higher- 
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level activities. While it is not possible to determine just which of 
the counselor’s activities were the important ones, it is apparent 
that his activities were effective in improving the work adjustment 
in the hospital of this group of chronic schizophrenic patients. 
These activities did not include formal vocational counseling as 
such, While it might be possible that the counselor, through his 
activities and expression of interest in the patients, may have influ- 
enced, or contaminated, the ratings by the rehabilitation therapist 
On work ability, and may have influenced the assignment to higher 
level work activity, the authors point out that the patients were 
able to maintain the higher level of functioning after the experi- 
ment was over. Moreover, the families of the experimental patients 
Were more willing to take them out on pass, home visits, leaves of 
absence, and trial visits, Neither the families nor the psychiatrists 
Or social workers knew of the experiment. 

While an ideal, this approach to the use of the vocational reha- 
bilitation counselor in a mental hospital is rare. In most cases, 
While welcomed, the counselor is not accepted as an integral mem- 
ber of the hospital staff. He is usually considered as somewhat of 
an outsider by the medical and related staff, Referrals are usually 
Made on a more formal, definite basis. The time of referral is 
Usually determined by the medical staff. The psychiatrist who is 
treating the patient may initiate the referral, or the medical staff 
may do so at a meeting at which the counselor may or may not be 
Included, It is perhaps most commonly the practice for the referral 
to be made through the social service department (8, 22, 28, 29). 

hile this is usually done on the basis of protecting the counselor 

Tom poor or inadequate referrals, it perhaps is an indication of 
the fact that the counselor is not accepted as 2 full-fledged member 
of the hospital staff, but as subordinate to or a branch of the social 
Service department. In some cases social service initiates n 
At St. Elizabeth’s Hospital, for example (22, P- 24), perd ni 
Social worker considers the patient, in relation to his total re E il- 
tation, ready to be considered for vocational counseling, a conter- 
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ence is held with the counselor,” who may accept or reject the case. 
In a number of cases which came to the counselor directly from the 
physician it was claimed that “in all these cases we found that 
vocational considerations were so tied up with personal and family 
problems about leaving the hospital that case work services were 
needed before the patient could make the best use of the coun- 
selor" (22, p. 24). This suggests that vocational rehabilitation is 
not a real consideration throughout the patient's treatment, but 
something that is tacked on after everything else is completed, 
including the living arrangements after discharge, which might 
themselves be something to be influenced by the vocational reha- 
bilitation program. That is, while personal and other problems 
influence vocational counseling, so also do vocational and occupa- 
tional problems influence other areas. All must be considered to- 
gether. The best concept of teamwork is one where there is à 
consideration of the total individual by a group of professionally 
trained people, not the formal shuttling of the client from one to 
another, for service on the various aspects of his problem in a fixed 
chronological order. This procedure suggests professional jealousy, 
which impedes teamwork. 

The integration of the rehabilitation counselor into the hospital 
staff is often a problem. He may be looked upon as an outsider, 
because of his nonmedical background. It is this attitude that is 
probably responsible for the tendency to make referrals through 
the social worker or social service department, which is accepted 
by the medical staff. As the counselor becomes accepted as a part 
of the hospital staff, it is likely that this method of referral will 
decline. For the counselor to function most effectively he should 
be a member of the staff of the hospital. This means he should 
be permanently assigned to the hospital, preferably on a full-time 
basis, if he is a member of the state rehabilitation agency, and not 
merely a visitor on certain days of the week or month. His com- 
petence in his field must be recognized by hospital personnel. This 
means that his background of experience and training must include 
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work with the emotionally disabled. The Ph.D. degree is not only 
desirable in terms of the training it represents, as indicated in 
Chapter 5, but it aids in the acceptance of the counselor by the 
hospital staff as a professional worker, and thus enables him to 
do a better job. 


THE COUNSELOR AS A COORDINATOR 

There has been considerable discussion of the counselor as a 
Coördinator of the services necessary for the vocational rehabilita- 
tion of the client. This function has been referred to in the chapter 
On the training of rehabilitation counselors. 

When working with a nonhospitalized client, this coordinating 
function becomes important. Although the team approach is desir- 
able and often possible, the counselor has the ultimate responsi- 
bility for the vocational rehabilitation of the client. The counselor 
Must obtain information from previous records, such as those of 
Social agencies, clinics, or hospitals. He must often arrange for 
Seneral and special medical examinations, psychological examina- 
tions or social service studies. The client may need, prior to or 
along with his vocational rehabilitation program, other services. 
5 he counselor often has the responsibility for obtaining these serv- 
ices and for coördinating them with the vocational rehabilitation 
Process, In some cases appropriate referral is sufficient. In other 
Cases the counselor must make appointments, recommendations, 
Or authorizations for facilities or services. These include medical 
Services— genera] medical treatment, prosthesis, glasses, hearing 
aids if necessary, and psychiatric treatment. Other social services 
may be necessary such as family casework, assistance in obtaining 
Suitable housing, help in handling finances and budgeting. Then 

ere are the social, educational, and religious facilities that us 

* helpful in rehabilitating the client, including churches ae A 
religious organizations, the Y.M.C.A. and Y.W.C.A., S clubs 
ae Social or athletic organizations, including Alcoholics Anony- 

Ous, 


176 Counseling the Emotionally Disturbed 


The counselor must thus be familiar with community resources 
that can assist in the rehabilitation of the client, These resources 
may be both public and private. The knowledge of the organization 
of the community in terms of these facilities and services should 
be a part of the counselor’s background. 

In the hospital setting the counselor may not function as a co- 
ordinator of team services, since the organization of the hospital 
places this function in the hands of other individuals or, ideally, 
in the hands of the staffing conference as a group. If in counseling 
a patient he finds a need for other services, he may bring this up 
in a staff conference or, where regular staffing is not a practice, 
may make a referral for the service. After the patient is discharged 
and begins his employment or training, the counselor may func- 
tion as a coórdinator, unless the social service staff follows dis- 
charged patients as one of its functions, in which case the counselor 
will want to keep informed through the social service department 
of the client’s vocational progress and adjustment. 


THE COUNSELING PROCESS 


We shall outline here the counseling process, several aspects of 
which will be considered more fully in the following chapters. No 
attempt will be made to cover in detail each phase or aspect of 
counseling. Basic principles are the same for the disabled and non- 
disabled, for the emotionally disabled and the physically disabled. 
These principles are dealt with in the many texts on counseling, 
and it is assumed that the reader has some background in counsel- 
ing. Our purpose here is to give an overview of the counseling 


process, to be filled in for the major phases in the following 
chapters. 


THE INITIAL INTERVIEW 


The nature of the first contact with the client is important. For 
a good counseling relationship to develop, the interview should 
be a counseling interview from the beginning. Too often the initial 
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P. e counselor with the client is taken up by legalistic 
a ae oe of eligibility for services of the agency. This is not 
priae ng function, and it is better handled by someone other 
visiten rari whe will work with the case—an intake inter- 
Wm = a ministrative staff member, or another counselor. How- 
Lus may be desirable or necessary to deal with the 
e r 5 a refusal or referral of the client. Another common 
Lie ne initial interview is its use to obtain a mass of factual 
bs dee information about the client. Usually this is obtained 
«bons ed and exhaustive questioning of the client, and the in- 
ae ion is recorded by the counselor on printed forms. This pro- 
$e ae ceed be harmful toa good counseling relationship. It tends 
d T counseling in an authoritarian framework—a framework 
tent counselor takes the responsibility for the direction of the 
Songs ing, and therefore presumably for its outcome. It is some- 
litery uggested that the counselor not record the information while 
foies Ps, but that he make mental—or sometimes actual— 
ge that he not necessarily cover the pertinent areas in a sys- 

‘Matic or fixed order in the interview. This may be better than 

‘Tect questioning to fill in a form, but is still restricting, and still 


Mak š i . 5 
akes the interviewer responsible for the direction of the inter- 
toward gathering infor- 


tual nature, so that he 
eelings of the client in 


a More important, it gives him a set 
may ^ usually of a purely objective, fac 
his NS oblivious to the needs and f 
Ort to cover all the items necessary to complete the form. 

E T should be free of the necessity for obtaining any 
all ES ar specific information, for covering any specified areas in 
di. = This is particularly true in dealing with the emotionally 
Pioa a client, for two reasons. First, a directive questioning ap- 
linus 1$ perhaps something to which he has been subjected many 
in, and may evoke resistance or resentment if he is compelled 
to a anh it again. Or on the other hand, he may have adapted 
Siven mitting himself to it passively, and thus his set toward pas- 

€ss and dependence may be reinforced and carried into the 
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entire counseling relationship. Secondly, the emotionally disturbed 
client in many cases cannot be approached or handled in such a 
routine, objective, businesslike manner. It may be necessary—and 
desirable—to allow the client to begin where he wants to, or is 
able to, and patiently wait for him to reach the stage of talking 
about himself in ways pertinent to vocational counseling. In other 
words, it is not always possible to jump right into a discussion of 
his vocational background and experiences. 

Since this is true, then it would appear that the use of forms for 
the gathering of factual information by the counselor is inimical 
to good counseling. There is some recognition of this in counseling 
texts and manuals, but there is still the almost universal adherence 
to the use of forms. The Veterans Administration, for example 
(23), stresses the importance of the factual information to be 
gathered, but states that the counselor should be encouraged to 
develop the desired information at his own pace. "Any semblance 
of an interrogation should be avoided; the asking of a series of 
questions serves to place primary responsibility on the counselor 
rather than the counselee, tends to arouse resentment in some cases, 
and to discourage the giving of information beyond the mere an- 
swers to the questions asked. . . . The counselor will, of course, 
find it necessary to ask questions at times, in order to secure addi- 
tional information, to clarify his understanding of what the coun- 
selee has said, or to introduce a topic that the counselee has not 
touched upon. . . . Although the counselee is to be allowed to 
tell his story in his own way, it is the counselor's responsibility to 
ensure that the conversation does not stray too far from its major 
purpose; in bringing it back, he must employ techniques that will 
not endanger the rapport that has been established" (23, p. 76). 

In the opinion of the writer, even this may be too restricting to 
the counselor. There is no question as to whose interview it is— 
it is the counselor's interview; it is his purpose—the gathering of 
information—that is being served. Its nature is indicated by the 
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implication that rapport is fragile, and that the counselor must use 
techniques” to obtain and maintain rapport. 

If the counselor is to be free in his counseling interviews, then 
how is factual background information obtained? Of course, it may 
be questioned as to how important some of this information is, In 
the writer's opinion a great deal of the information that is ob- 
tained and recorded on forms is of little if any value in coun- 
seling, That particular factual background information which is 
important will come out in the counseling process, and may be 
recorded by the counselor in his summary of the case, But there 
18 no doubt still the need, for record purposes, for obtaining cer- 
tain items of information—date of birth, address, telephone num- 
ber, etc. This kind of information should not be allowed to clutter 
up the counseling interview. There are two ways in which it may 
be obtained, First, it may be obtained in a preliminary interview, 
by an intake worker, or another staff member, at the same time 
that information regarding eligibility is obtained, Or, secondly, it 
May be obtained by having the counselee fill out a form prior to 
Counseling. In the latter case, the form should be simple, brief, 
limited to dates or short answers, or the checking of alternative 
Tesponses. It should not require much free response, or tend to- 
Ward the writing of an autobiography. Exploration of attitudes, 
feelings, motivation, etc., should not be attempted on such a form. 
Such things are more appropriately covered in the counseling in- 
terview. 

The essential purpose of the initial interview i 
s *ht to express himself as he wishes, to provide him an opp icr 
"ty to outline his situation, and to begin thinking about himself 
Vocationa]ly, That is, the initial interview should be devoted toe 
statement of, and definition of the problem, as seen by the client. 

he Counselor’s main interest at this point is in obtaining the 


client's feelings and attitudes about his problem. The counselor 
hat different from the one 


evaluation upon the 


is to allow the 


imself may see the problem as somewhat 
* client sees, but he does not impose his 
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client. He may assist the client in stating and defining his problem. 
In the first and possibly succeeding interviews, the client will also 
usually include a discussion of his own assets and liabilities as he 
sees them, his own concept of his aptitudes, his interests, his atti- 
tudes toward work in general and toward particular jobs, his pre- 
vious occupational experience and education. Finally, the client 
may express possible solutions to his problem in the initial inter- 
view. 

Procedures and techniques in interviewing the emotionally dis- 
abled client will be discussed in detail in the next chapter. 


OBJECTIVE EVALUATION OF ABILITIES, APTITUDES, AND INTERESTS 


In the first stage of counseling the client usually is able to ex- 
press some evaluation of himself. He may be uncertain, but he 
usually has some ideas about what he can and cannot do well, 
what he likes to do and what he doesn't like to do. He may express 
a desire to obtain an objective evaluation of himself. It is at this 
stage that tests, and interest and personality inventories enter the 
counseling process. This phase of counseling serves to help the 
client evaluate the suitability of his tentative solutions to his prob- 
lem as expressed in the first stage of counseling, or, if no tentative 
solutions were proposed, to suggest an approach to a solution in 
terms of the client’s aptitudes and measured interests. These apti- 
tudes and measured interests should be considered in terms of 
background information developed in the initial interview. To- 
gether they lead to exploration of possible solutions to the client’s 
vocational problem. The use of tests with the emotionally disabled 
will be considered in Chapters 9 and 10. 


OCCUPATIONAL INFORMATION AND EXPLORATION 


In the next phase of counseling, vocational opportunities and 
prospects are considered in terms of the client's assets, liabilities, 
and preferences. The characteristics and requirements of various 
occupations are related to the client. It is here that limitations im- 
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posed by the client's disability must be considered. Besides the 
Physical and mental requirements of the job, its suitability in terms 
of the client's interests, and his emotional needs for security, must 
be considered. And finally, the availability of facilities for pre- 
Paring for the job must be considered. The bringing together of 
Occupational information with measured aptitudes and interests, 
background factors, and personality characteristics leads to the 
developing of possible solutions, and then a preferred solution, to 
the client's vocational problems. The selection of a suitable occu- 
Pational objective for emotionally disabled clients will be dealt 
With in Chapters 11 and 12. 


IMPLEMENTING THE VOCATIONAL CHOICE 

: The next phase or stage of the counseling process is the develop- 
1ng of a plan for implementing the preferred solution to the client's 
Problem. Depending on the client's condition, his previous back- 
Bround and experience, the requirements of the occupation and its 
Mode of entry, a plan for work adjustment training (in a sheltered 
Workshop), on-the-job training, apprenticeship training, or trade 
School or other institutional training, or placement in a job is de- 
veloped. 


OCCUPATIONAL TRYOUT AND FOLLOW-UP 

The following of a plan developed in counseling constitutes in 
effect a tryout in the actual field of work, or in training for the 
Occupation, Tt may be that the choice reached in counseling was 
not a good one, or the best one. The occupation may not be just 
What the client (ot the counselor) thought it would be. The client 
may not have sufficient aptitude, ability, motivation, or interest to 
Succeed in the training or on the job. His disability may be more 
Severe than estimated, or may not be as compatible with the work 
as was anticipated. In any event, the choice may for some reason 
®t another be unsuitable, and a reévaluation leading to another 
Choice may be desirable or necessary. In order to determine whether 


182 Counseling the Emotionally Disturbed 
the choice was suitable, follow-up is necessary, during training or 
during the first months on the job. 

There are situations where it is difficult or impossible to reach 
a definite choice or solution in counseling. Occupational explora- 
tion in terms of actual tryout in work situations may be desirable. 
This is often of value with the severely disabled. We may be un- 
able to measure adequately the client's assets and abilities, or his 
limitations. His interests may need to be explored on the job. His 
work tolerance may need to be determined in an actual working 
situation. Work habits, work attitudes, and adaptability to the 
routine of work may need to be evaluated. Observation in a work 
situation may make it possible to obtain a more accurate measure 
of his abilities than can be obtained by tests. The diagnostic shel- 
tered workshop referred to in Chapter 6 and discussed in Chapter 
14 offers an ideal opportunity for this. For hospitalized patients 
this exploration and tryout may be begun in the occupational and 
educational therapy programs of the hospital. Counseling may con- 
tinue throughout this process of exploration. 

The training and placement of the emotionally disabled will be 


considered in Chapter 13, and Chapter 14 will deal with the shel- 
tered workshop. 


THE USE OF FORMS 


It is probably apparent that the writer has an abhorrence of 
forms in counseling. Forms are a restriction upon the counselor. 
The feeling of the necessity of obtaining data to be put in a certain 
place on a certain form can be damaging to counseling. The coun- 
selor should be free to use the interview for counseling, not for 
collecting specific data to be recorded on forms, Nor should he be 
preoccupied during the interview by trying surreptitiously to elicit 
and attempting to remember for later recording, such data. This 
can only have a deleterious influence on the interview. The coun- 
selor should be free to give his entire attention to listening to the 
counselee, and to devote the interview to attempting to understand 
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Mende individual, not as a thirty-year-old, unmarried 
Te in irr gon eleven years of schooling (having repeated 
E. oe a e) , living with his widowed mother, etc. If such facts 
Et p à ri in the resolution of the counselee’s problem—as they 
den 5 e—they will become a part of the counseling process 
e e counselor attempting to obtain them at the onset of 
Spia B, or to record them or try to retain them before they have 
c nce in relation to the counselee's problem. 

SF stressed the difficulty of using forms, it is still true that 
— ai à necessary evil in counseling. They are necessary to 
of File pare First, they provide a record of certain aspects 
ficos e i which is necessary for documenting certain actions, 
se een e establishing of eligibility for services, and for future 
Hin ih y by another counselor; secondly, they may be necessary 
Era ain types of research, which requires standardized informa- 

n every client. 
nos then that forms are necessa 
Eus 3: designed with the requirements o 
sibi: s in mind. They should be as simple and as b s 
a " hey should be such that a relatively untrained interviewer, 
is, client himself, can fill them out. They should not include 
" ; information, that is, items that are included because of 
E to give the forms a “completeness,” or items that are on 

Other form used as a model, or items that someon’ thinks 


Ma 
be of value or use sometime. 


ry for these purposes, they 
f their use for these 
nd as brief as pos- 


SUMMARIES OF THE COUNSELING PROCESS 


As forms are necessary, though often an evil, so is the recording 


E. counseling process itself. Summaries are desirable, ee 
Een two main reasons. First, they serve as à record a the 
a e Or's activities, for future use, either by another counse or at 
" Se date, or for research purposes. Second, the MEAS ad 
ate E. in the supervision of the counselor's work. Although they 
ot entirely adequate for this purpose—the counselor could 
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never record all the details of his counseling—they are one source 
of information about how the counselor functions. A more ade- 
quate method is to observe the counselor at work, or study tape 
recordings of his counseling. Some have suggested as a third use 
of summaries their value in making the counselor analytically 
aware of his own counseling, so that they may provide the means 
for self-correction. For beginning and inexperienced counselors, 
they may serve this purpose. 

The nature of a summary should be determined by its purpose. 
There are some who feel that the counseling record should be a 
historical summary, including a summary of the factual background 
data. Others feel it should be in the nature of a process summary, 
such as many social workers or psychotherapists may keep as à 
continuing record of their interviews. These often tend to be vo- 
luminous. They are not particularly useful for research because of 
their unreliability (recordings are essential for research on the 
counseling process itself), and are too detailed and lengthy to be 
very useful to another counselor who is interested in the final out- 
comes of the previous counseling. 

Counseling summaries should preferably be rather brief. They 
Should not therefore be repetitious, or merely recount objective 
data that is recorded elsewhere in the case file, such as age, educa- 
tion, number of siblings, father's occupation, etc, They should be 
integrative and evaluative rather than an unorganized or chron- 
ological account of the counseling. Perhaps the term "evaluation" 
would be better than "summary" to describe the nature and con- 
tent of the type of report we have in mind here. 

In discussion of reports of cases in two workshops criticism was 
directed at the meagerness of reports, the lack of information about 
the family of the client, about the client as an individual or a living 
person or as a whole, about his desires, and his own conception of 
his problem (26, pp. 19, 25, 50; 27, pp. 6, 21). 

In an analysis and study of counseling summaries, the counseling 
staff of the Veterans Administration of the St. Paul Regional Office 
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eached agreement on the followi 

owing content for a summ. f 
type we have been describing. "en 


I. 
: s e of the problem or problems, as seen by the client, and 
sni ai so ss seen by the counselor if the counselor feels the 
"ie rii. not Po been cleat about the nature of his problem. 
bili = öl the client’s evaluation of his problem, and any 
te solutions he may have had at the beginning of counsel- 
3. The counselor's procedure in assisting the client in solving the 
problem, including: 
: MM or other therapeutic activit 
- The use and contribution of test res 
reaction to, evaluation of, and use of the res 
* The use of occupational information. 
s Les nature of the occupational exploration an 
i ape of alternative solutions to the client’s problem. 
- The pros and cons of the various alternative solutions, in terms 
of the client's background, aptitudes and abilities, interests, 
personality, etc. 
f. The nature and resolution—if achieve 

among test and background factors and t 
" alternative solutions. 

he occupational choice made by th 

Choice, 
i eae oualor evaluation of the appropri 
bt tad the evidence available, and the degree 
Th e client's choice. 

€ prognosis for the client's su 
goal, including an evaluation of t 


of es x 
R factors of motivation and personality. 
€commendations and plans for services to be supplied to assist 


tig client, including an anticipation of possible problems and sug- 
Bestions for their solution if they should arise. 


ies of the counselor. 
ults, including the client's 
ults of the tests. 


an 


d its results in 


d—of contradictions 
heir relationships to 


e client, and the basis for his 


ateness of the choice, in 
to which he agrees 


ccess in reaching the occupational 
he influence of his disability, and 


o another counselor who 


S 
uch a summary should be useful t 
t. It would also be useful 


mi 
ight later have to work with the clien 
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to a supervisor in evaluating the counselor's activity. And it can 
be of value to the counselor in evaluating his own counseling. It 
is not a listing of factual data, with a statement of the results of 
counseling or the vocational choice tacked on, with the reader be- 
ing left to determine its appropriateness. Instead it is an integra- 
tion of the data into a meaningful picture, in which the client's 
interests, desires, attitudes, and personality appear. Facts such as 
age, education, previous experience, and test scores enter only as 
they are related to the process of vocational choice. 


SUMMARY 


In this chapter we have discussed the general procedures in the 
counseling of the emotionally disabled client. The counseling of 
the emotionally disabled is time-consuming and complex because 
of the nature of the disability, and the variability among emotion- 
ally disturbed clients. The psychiatric diagnosis is of little value, 
since it may vary from one psychiatrist to another, and there is per- 
haps as much variability among those with the same diagnosis as 
there is among those with different diagnoses, A psychiatric diag- 
nosis may prevent the counselor from seeing the client as a unique 
individual. 

Next we considered problems of referral, particularly in a hos- 
pital situation. The consideration of the patient’s occupational 
future should begin upon his admission to the hospital and con- 
tinue through his treatment. The vocational rehabilitation coun- 
selor should be included in the team of professionals who are 
responsible for planning and carrying out the treatment program. 
He is able to contribute at various points prior to the initiating of 
formal, traditional, vocational counseling. In a hospital situation 
the counselor is less of a coórdinator of services to the client than 
he may be in dealing with a nonhospitalized client, where he may 
have the responsibility for obtaining necessary medical and psy- 
chological services, social services, and other assistance, 

The counseling process was described, including the initial inter- 
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PALA the objective evaluation of the client's abilities, aptitudes, 
and interests, occupational exploration, implementing the voca- 
tional choice, and follow-up. Several aspects of this process will 
be considered in detail in the following chapters. 

Finally, the place of forms in counseling was considered. Forms 
are a necessary evil, and should be subordinated to counseling, not 
allowed to control it. The purpose and content of counseling sum- 
maries was also discussed. Evaluative summaries are useful to fu- 
ture counselors, for supervision, and for counselor self-evaluation. 
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CHAPTER 8 


The Counseling Interview 


The essence of the counseling process is the counseling inter- 
view. Most of the other aspects of the counseling process—obtain- 
ing background information, and the educational and work history; 
appraising the client's readiness for vocational rehabilitation, his 
motivation and interests, his aptitudes and abilities; and integrat- 
ing these factors with his occupational limitations and occupational 
information to provide the basis for choosing a suitable objective— 
involve the interview, either as a source for data or as the method 
of presenting data to the client and helping him to integrate it. 
It is therefore apparent that the counseling interview is the most 
important single part of the counseling process. 

The nature of the counseling interview is determined by the 
concept of the counseling process. While it is not intended here 
to enter into an extended discussion of various concepts of coun- 
seling and interviewing, it may be useful to mention two main 
contrasting approaches, indicating the concept preferred by the 


writer. 
CONCEPTS OF COUNSELING AND INTERVIEWING 
THE LOGICAL CONCEPT OF COUNSELING 


Counseling, and therefore interviewing, 
190 


is frequently viewed as 
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a rational process. This approach tends to stress the importance of 
collecting facts about the client, ordering them into a diagnosis or 
rational statement of the problem, and then reasoning with the 
client toward a logical and reasonable solution to the problem. 
This approach to counseling, and to psychotherapy, is an appealing 
one, especially to those academically-minded counselors who desire 
to be scientific in their counseling. Such a concept of counseling 
tends to be prevalent in school and college settings. And there is 
no doubt but that it can be and is useful in many cases. Many of 
the clients of school and college counselors come with problems 
that are not deep-seated or affect-laden, and can accept and benefit 
from a logical analysis of their problems—what college to attend, 
What specific courses to take, where to live, whether to join a fra- 
ternity, how to become acquainted with opportunities for extra- 
Curricular activities, etc. Such an approach is also applied to more 
Serious problems, however, and even some psychotherapists utilize 
an intellectual approach to their clients’ problems. Hobbs (13) in 
reviewing a discussion of psychiatric interviewing by Harry Stack 
Sullivan points up the paradox of psychoanalysis, the stressing of 
the nonrational origins of our difficulties, yet applying reason in 
their cure. “Psychoanalysis has let us know that no man ever rea- 
Soned his way into a neurosis, yet it seems to insist that he should 
reason his way out" (13, p. 44). Actually, psychoanalysts are prob- 
ably less guilty of this than other therapists and counselors. wes 
kopf-Joelson (28), discussing the clinical versus the “scientific 

aspects of clinical psychology, quotes the following pertinent state- 
ments from Freud (Collected Papers. London: Hogarth Press, 
1949. Vol. II, pp. 324-327): “All conscious exertion is to be with- 
held from the capacity for attention. . - - One has simply to listen 
and not to trouble to keep in mind anything in particular. N E 
is not a good thing to formulate a case scientifically while treat- 
Ment is proceeding, to reconstruct its development, anticipate its 
Progress, and take notes from time to time of the condition at the 
Moment, as scientific interest would require . . . the most success- 
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ful cases are those in which one proceeds as it were, aimlessly, 
always presenting to them an open mind, free from expectations.” 

The intellectualistic approach to counseling, while claiming to 
be objective and scientific, often fails to deal adequately with the 
basic factors in the client's problem—his own perceptions, atti- 
tudes, beliefs, and concepts of himself and others. In so far as these 
are dealt with, the counselor tends to take an outside point of 
view, to see them as irrational, and to attempt to argue or reason 
the client out of what he, the counselor, feels are false perceptions 
or concepts. In doing so the counselor may tend to present highly 
intellectualized arguments, to point out to the counselee his errors 
and mistakes, and to attempt to impose a logical solution upon 
him. Fromm-Reichmann (11, pp. 127-128) has pointed out the 
danger that, in such an approach, the psychiatrist (or counselor) 
will feel and act as if he were a clever detective outwitting the 
culprit (the client). She quotes Freud as saying that "the psycho- 
analyst's job is to help the patient, not to demonstrate how clever 
the doctor is" (11, p. 19). Most psychotherapists who deal with 
the affect-laden and emotionally-toned attitudes and concepts of 
clients agree that a rational, intellectual, logical analysis and in- 
terpretation to the client is ineffective 


in changing such basic atti- 
tudes and concepts, 


Counselors who deal with educational and vocational problems 
also find that in many cases such problems have affective compo- 
nents, and will not yield to logical reasoning. The importance of 
the emotional aspects of attitudes and concepts in every type of 
problem is being recognized. Most clients who come to a counselor 
for help do so because of emotional interferences with reaching a 
logical or reasonable solution, The counselor who takes the diag- 
nostic, rational, so-called "objective" view of counseling tends to 
be concerned with obtaining facts about the client. He uses the 
interview to gather such information, upon which he can base a 
diagnosis, or the statement of a problem as he sees it, He is con- 
cerned about the reliability of the information that the client gives, 
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and feels compelled to check the information by use of other 
sources, He wants the ruth, the facts, rather than the client's per- 
ception or interpretation of the situation. He tends to distrust the 
client's ability to give the objective facts and seeks corroboration 
from outside sources. He feels the need for social history data, and 
for other supportive evidence to include in his counseling reports 
and summaries. The client is an object of study. The facts are col- 
lected, analyzed by the counselor, a diagnosis of the problem is 
made by the counselor, a rational solution developed by the coun- 
selor, and then presented to the client, and argument and persua- 
sion are used in attempting to get the client to accept the solution. 
To be sure, it may be maintained that the client is always allowed 
the choice of accepting or rejecting the solution. This approach to 
counseling has been sometimes called the traditional approach, or 
the eclectic approach, and is perhaps best exemplified in the writ- 
ings of Williamson (29). Even many discussions that recognize 
the affective and emotional aspects of the client’s thinking tend to 
bes this rationalistic approach to counseling, e.g., the Veterans Ad- 
ministration VRED program (7, 27). 


A PSYCHOLOGICAL CONCEPT OF COUNSELING 

seling not only recognizes the emotional 
esents but places this fac- 
s. It recognizes that atti- 


Another concept of coun 
aspects of any problem that the client pr 
tor at the center of the counseling proces 
tudes and concepts cannot be changed by logic and reason, and 
that therefore the solution of most client problems cannot proceed 
on an intellectual, logical basis. Emotionalized attitudes and con- 
Cepts can only change as the client is able to develop a different 
Perception of himself and his environment. In this point of view, 
the function of counseling and the counselor is to attempt to facil- 
itate this change by providing the atmosphere in which it can occur. 
Many, if not most clients have already been subjected to rational 
advice, exhortation, persuasion, even threats, with no effect. The 
Counseling situation must offer something else. Basically, this ap- 
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pears to be a situation in which the client is accepted and under- 
stood as he is, in which he does not feel threatened, in which he 
is free to look at himself as he is without the need to feel defensive 
about himself, or to feel that he is being evaluated, judged, and 
treated as an object for analysis. This concept of the counseling 
situation and process is perhaps best expressed in the writings of 
the client-centered school of counselors (18, 25), and will there- 
fore not be considered in detail here. 

In this concept of counseling, the counselor does not concentrate 
upon the so-called objective facts, He is not concerned with devel- 
oping a rational, logical diagnosis or statement of the problem. He 
views the client as a unique individual, and puts all his effort into 
attempting to understand the client, to see the client as he sees 
himself, from the client's point of reference. Reik states that "Only 
when he (the therapist) is ready to drop all speculation while he 
analyzes will he be able to catch the emotional undertones in what 
his patient says. He should not ‘argue’ the case like a lawyer, but 
face it spontaneously and without preconceived ideas" (15, p. 
116). In conveying his understanding to the client, the counselor 
creates an atmosphere in which the client can feel secure, free from 
threat, in which he can better see himself as he really is, and can 
accept himself more fully, Free from the threat and criticism of 
others, he is in a position where he is able to change his attitudes 
and concepts about others as well as about himself. 

The counseling interview is not geared to attempting to obtain 
information about the client, but to attempting to think with the 
client. The focus is not upon how the counselor perceives the 
client, but upon how the client perceives himself, The responsibil- 
ity for the conduct of the interview is with the client, who is free 
to use it to project a picture of himself and the world as he sees 
them. The counselor does not feel constrained to manipulate the 
interview to obtain certain objective information, to cover certain 
areas felt to be logically necessary or important. He does not feel 
that the interview must seem to be "going somewhere" objectively, 
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in terms of a preconceived idea of counseling as a logical analysis 
of a problem. The psychological processes of the client's thinking 
and feelings determine the course of the interview, not the logical 
processes of the counselor's thinking. 

It is not to be supposed that these two concepts of counseling 
constitute a discrete dichotomy. They are, rather, the extremes of a 
continuum. The logical-psychological continuum is perhaps only 
one dimension of counseling, but it is a dimension that has tended 
to be overlooked and one that perhaps can subsume and clarify 
many of the differences in points of view of the counseling process. 

The emotionally disturbed client in particular would appear to 
require the application of this concept of counseling. His disability 
Consists to a great extent in differences between his concepts of 
himself, of others, and of the environment, and the concepts held 
by others, He is not able to take a rational, logical approach to 
certain problems which others, including many physically disabled, 
are able to look at rationally and objectively. 


INTERVIEWING TECHNIQUES 


Interviewing cannot be conducted by a set of rules or techniques. 
The attempt to make the counseling interview follow a set of rules 
runs into difficulty with the first flesh-and-blood client the counselor 
encounters, The client is a unique person, with unique problems. 
How, then, can the counselor apply general rules and techniques? 
The client doesn't say what he is supposed to say—he doesn't give 
the responses to which the counselor can apply a rule or technique 
he has learned. It is a common dictum that the counselor should 
adapt his technique to the individual client, But what techniques 
should he use with what clients? Beyond a few general suggestions, 
texts on interviewing have little to offer in answer to this question. 
It appears to be assumed that all clients can be classified into a 
few Broups, and then that certain techniques are used with one 
Broup, and other techniques with another. But usually there is little 
in the way of specifying the groups and the approptiate techniques. 
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Counseling and interviewing are better thought of as an attitude 
than as a bag of techniques. The counseling process and the inter- 
view represent the expression and implementation of the attitude. 
It is possible for a counselor to maintain a single, consistent atti- 
tude, even though its implementation may vary with each individ- 
ual client. Unlike techniques, an attitude may be applied—or held 
—toward all individuals. 

The stress on techniques of interviewing tends to give the im- 
pression that counseling consists of skillful manipulation of the 
client, to lead him to respond as the counselor desires him to re- 
spond. But counseling is not—or should not be—a manipulation 
of the client, pressing a button here to set off motivation, another to 
produce rational thinking, another to stimulate a particular choice 
or decision. Counseling is an interaction between the counselor and 
the client that is unique in each case. It thus cannot be planned 
in advance by the counselor. Its outcome cannot be predicted. This 
may be anathema to many, who may like to feel that counseling 
should be conducted according to a plan, with the setting of defi- 
nite goals, even for each single interview, so that, for example, a 
particular interview consists of stating a particular problem, explor- 
ing it, reaching an appropriate solution, and ending with a neat 
summary that the client takes away with him. 

Bateson succinctly states the difference between what may be 
called the manipulative and the interaction concepts of counseling: 
“The change toward larger Gestalten and the necessity of this 
change for both humanistic and formal reasons can be illustrated 
by considering Sullivan’s emphasis upon the phenomena of inter- 
action, This emphasis is very clearly part of a defense of man 
against the older, more mechanistic thinking which saw him so 
heavily determined by his internal psychological structure that he 
could easily be manipulated by Pressing the appropriate buttons— 
a doctrine which made the therapeutic interview into a one-way 
process, with the patient in a relatively passive role. The Sulliva- 
nian doctrine places the therapeutic interview on a human level, 
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defining it as a significant meeting between two human beings. 
The role of the therapist is no longer to be dehumanized in terms 
of definable purposes which he can plan, and the role of the patient 
is no longer dehumanized into that of an object of manipulation” 
(20, p. 263). 

Apparently it is very difficult for a counselor to accept the con- 
cept of an unplanned interview or counseling process, and to be 
confident that the process of interaction between him and the client 
will eventuate in an appropriate solution without planning, con- 
trol, and manipulation by the counselor. Rockower, for example, 
Writes: “Needless to say the counselor must always be sympathetic 
and nonjudicial. He must tolerate and accept the applicant regard- 
less of his behavior and symptomology" (16, p. 393). But he then 
goes on to say: "Yet the interview must be discretely directed so 
that the interviews are purposive” (p. 395). The basic assumption 
appears to be that unless the interview is controlled and directed 
by the counselor it will not be purposive. This would appear to 
imply that it is the counselor who has a purpose, and that the 
Client does not have a purpose, or cannot be trusted to pursue his 
Purpose during the interview. 


The stress upon techniques of interviewing tends to make stu- 


dents afraid to face an interview situation. They are afraid they 
May not say the right words, or may not say the right thing at the 
tight time, Textbooks are so full of admonitions about what to 
say when and where, and warnings about the necessity of saying 
different things in different situations with different clients— 
"adapting to the client"—that students feel almost helpless in 
facing an actual interview situation. 

In actuality the counseling interview is only a special type of 
interpersonal situation. Some writers recognize this when discuss- 
ing certain types of interviews, such as the interview in applica- 
tion for employment. They suggest that it is important for the 
applicant to "be himself,” to try to feel and act naturally. Now 
this is good advice for any interview situation and for both par- 
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ticipants. The counselor should "be himself" rather than attempt 
to play a role by using certain prescribed techniques in certain pre- 
scribed situations. 

To be sure, some “techniques” must be used. But if the coun- 
selor can view the counseling interview as just another kind of 
interpersonal relationship—a special kind, with special objectives, 
to be sure—then the techniques become minor. The attitudes and 
feelings of the counselor toward the particular client, toward cli- 
ents with emotional disabilities, and toward people in general, 
become the major determining factors in the interview. 


BASIC ATTITUDES 

The attitudes of the counselor of the emotionally disturbed to- 
ward his clients should be no different from a counselor’s attitudes 
toward other clients, "normal" or physically disabled, These atti- 
tudes have been referred to, explicitly or implicitly, in previous 
sections of this book. They will be reviewed again here, however, 
to bring them together. 

Clients with emotional disabilities are essentially no different 
from any other group of individuals, They are unique individuals 
with feelings, emotions, needs, and desires like the rest of us. As 
such they deserve the respect and consideration to which all per- 
sons are entitled. The counselor must show—and feel—as much 
respect for the emotionally disturbed client as a human being as 
he does for any other person, whether a client or colleague. His 
worth as a person should be recognized, in spite of the nature of 
his illness and the way in which it incapacitates him. His poten- 
tialities need to be considered as well as his present condition. As 
other individuals or clients are treated as unique individuals, with- 
out condemnation or blame for aspects of their behavior that are 
unconventional or different, so the emotionally disturbed client 
must not be condemned or blamed for his symptoms or his condi- 
tion. A rather prevalent attitude toward the emotionally disturbed 
looks upon them as either weak to be susceptible to such an illness, 
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or wicked, and being punished by their illness. The counselor must 
not only reject such reasoning, but must not be touched by the 
accompanying feelings and attitudes toward the emotionally dis- 
turbed. 

The counselor thus accepts the emotionally disturbed client as 
he is, without criticism or condemnation, and with understanding 
of his disability as something that does not imply weakness or 
wickedness, that does not warrant less respect for him as an indi- 
vidual. If the counselor can accept emotionally disturbed clients in 
this way, he will find that they are not so different from other 
People. Basically they are no different; the apparent differences are 
imposed upon them by the nature of their illness. The nature of 
the illness, affecting the total personality, does make it more diffi- 
cult for the counselor to see and appreciate the basic similarities 
of the emotionally disturbed to others. The symptoms pose a bar- 


rier to understanding, and give an appearance of difference by 
But the counselor who is to work 


y disturbed must break through 
so will he avoid being disturbed, 


their strangeness or bizarreness. 
Successfully with the emotionall 


this appearance. Only as he does 
afraid, ill at ease, embarrassed, and uncomfortable with such cli- 


ents. If the counselor has these feelings, or feelings of hostility or 
even revulsion toward the emotionally disturbed, he will not be 
able to counsel them. 

The beginning student in counseling the emotionally disabled, 
even though he may be fortified with courses in abnormal and 
clinical psychology, often finds it difficult to feel at ease with such 
clients, Although they may seem no different physically, there 
Seems to be a gulf that makes communication and understanding 
difficult, Part of this is no dou 
the emotionally disturbed that th 
early in life, and that require con 
clients before they change. But pa 
culty, noted earlier, which these ¢ 
with others. As he develops the a 


bt related to the attitudes toward 
e student has perhaps acquired 
siderable experience with such 
rt of it also is due to the diffi- 
lients have in communicating 
ttitudes discussed above, and 
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learns to respect emotionally disturbed clients as individuals, the 
counselor will become at ease with them, and be able to counsel 
them effectively. 

If the counselor has these attitudes toward the client, then he 
will not feel that the counseling situation is one which he will 
dominate. He will recognize that the client himself not only must 
make a decision, in the sense of choosing between alternatives, but 
that the client should take the major responsibility in developing 
the alternative solutions or choices. He will accept the client as an 
equal—nay, as his superior in the area of knowledge about the 
client. He will have confidence in the client's ability to use his 
knowledge about himself to reach an adequate solution. He will 
thus not feel that he has to have the answers to the client's prob- 
lems or questions. And he will be able to feel secure and comfort- 
able while recognizing that he does not have the answers, If he 
feels that he should have the answers, that the client expects him 
to have the answers and will not respect him if he does not offer 
solutions to the questions and problems that are raised, then he 
will feel inadequate and insecure and be unable to counsel effec- 


tively. The counselor must be ready and able to say, without em- 
barrassment or fear, "I don't know." 


THE IMPLEMENTATION OF BASIC ATTITUDES 

The point of view which sees counseling as a psychological proc- 
ess, and the basic attitudes discussed above, have certain implica- 
tions in terms of the functioning of the counselor in the counseling 
interview—in terms of interviewing techniques, if you will. 

As has been indicated earlier, the writer believes that the 
client-centered approach to counseling is most appropriate in the 
vocational counseling of the emotionally disturbed, Adequate dis- 
cussions of this approach to counseling are available. Specific appli- 
cations to vocational counseling have been presented by a number 
of writers (1, 2, 4, 6, 8, 9, 14, 19, 21, 22). Certain basic principles 
as applied to the vocational counseling of the emotionally disturbed 
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may be suggested, however, followed by a brief discussion of the 
differences between psychotherapy and vocational counseling and 
its implications in terms of techniques. 


THE COUNSELOR MUST BE WILLING TO LISTEN 


He should not feel that he should be directing the interview, in 
control of the situation. He should not feel that he must direct 
the conversation to topics that he thinks are significant. He must 
avoid jumping to a conclusion regarding the diagnosis of the 
client's problem, and using the interview to develop evidence for 
it. The client must be allowed to state his problems himself. Even 
if the counselor were interested in a diagnostic formulation, he 
would be able to develop a better one by listening to the client 
rather than by probing and questioning. 

It is often very difficult for a beginning counselor to listen, He 
may feel a compulsion to obtain certain types of information, or 
to discuss certain topics. He may feel impelled to impress the client 
With his competence by making suggestions, asking pointed ques- 
tions, giving specific answers to the client's early questions—to 
show that he has a knowledge of psychology. 

But it is the client who is the expert on his problem, and he 
should be given the freedom to approach it and state it as he de- 
sires, with all the ramifications that he sees in it. The capacity to 
listen, to keep his mouth shut is perhaps the most important re- 


quirement of a counselor and the most difficult for him to acquire. 


THE COUNSELOR MUST AVOID ATTEMPTING TO PROBE 
INTO THE CLIENT'S EMOTIONAL PROBLEMS 

Whether or not the client is undergoing psychotherapy, the 
counselor should not try to get the client to discuss his disability 
if he does not do so voluntarily. If in psychotherapy probing and 
questioning are not considered desirable, then certainly the coun- 
selor should avoid them. In some cases it may result in an emo- 
tional disturbance of the client that the counselor may be unable 
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to handle. At any rate, the counselor should not attempt to func- 
tion as he might conceive a psychiatrist would function with an 
emotionally disturbed client. Stubbins and Napoli aptly state the 
attitude of the counselor toward the nature of the client’s emo- 
tional conflict, or the content of his disability: “The counseling 
psychologist neither ignores nor focuses upon the patient’s under- 
lying emotional difficulty. If he accepts the patient for counseling, 
he assumes the patient’s current level of adjustment is, in fact, 
what the patient can use in facing the problems of living” (26, 
p. 47). The counselor is interested in the limitations in function- 


ing of the client, rather than in the content or even the dynamics 
of his emotional problems. 


THE COUNSELOR MUST BE PATIENT 


He must not feel that things should be going faster, that the 
client is wasting time, that he is talking about irrelevant matters 
and needs to be brought back to something more important—in 
the counselor’s mind. The counselor must not become impatient 
when the client touches upon an apparently important or emo- 
tionally-laden problem and then suddenly drops it, becoming silent, 
Or quickly goes on to something of less apparent significance, The 
counselor must be able to avoid insisting that the client continue 
with or return to such topics. He must feel confident that the client 
will return to them, if they are significant, at a later time, when 
he is able to do so. That is, the counselor must allow the client to 
proceed at his own pace, believing that when he is ready he will 
deal with the relevant and important problems. 


THE COUNSELOR MUST UNDERSTAND THE CLIENT, 
> 
AND SHOW HIS UNDERSTANDING 


Therapeutically, perhaps the most important technique of the 
counselor is to communicate to the client the fact that he, and his 
problem, are understood by the counselor. To feel he is under- 
stood is perhaps the basis for progress and improvement by the 
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client. Perhaps the effort to make himself understood aids the 
client in defining and understanding his own problems better. 

The counselor therefore must attempt to understand the client 
as a unique individual. This must be real understanding. If the 
counselor does not understand, he should not profess that he does. 
He should encourage the client to continue, to restate the material, 
to elaborate. By doing so in order to gain understanding, he is 
helping the client to clarify his own thinking and feelings. 

The counselor may communicate his understanding in various 
ways. Most of the so-called techniques of client-centered counseling 
are ways of doing this. Sometimes silence conveys understanding. 
Simple acceptance (“m-hm,” "I see") is another way of indicating 
understanding. Reflection of content (repetition of what the client 
says) also does this, And reflection of feelings and attitudes also 
shows understanding. Where this latter technique is used it appears 
to have an added value, in that it seems to make the client more 
aware of these emotional aspects of his statements, thus helping 
him progress in his understanding of himself—which understand- 
ing he then proceeds to attempt to convey to the counselor. 

Zilboorg writes that "It matters very little whether or not you 
understand what you call the Oedipus complex, but it matters a 
Breat deal whether you understand your patient; the less vocal you 
are about this understanding, the greater it is. This is always true— 
not only in psychiatry: the less you talk the better" (30, p. 108). 

In summary, if the counselor accepts the client as worthy of re- 
Spect as a person, without judging him morally, ethically, or psy- 
chologically (diagnostically) , then his techniques will be consistent 
With these attitudes. He will be willing to listen, he will be patient, 
he will attempt to understand and to show this understanding; he 
will not probe or subject the client to a third-degree questioning, 
he will not interrupt the client, giving his own opinions and advice, 
asked for or unasked for. In acting thus he will be implementing 


his attitudes toward the client. 
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THE COUNSELOR AS A THERAPIST 


There are those who feel that every counselor is or should be a 
therapist, that there is no sharp line dividing counseling and psy- 
chotherapy. To a certain extent this is so; there is no point at which 
counseling ends and psychotherapy begins. There is a continuum 
along which those who work with people may be placed. At one 
end are those whose contacts with people involve the handling of 
problems that do not involve affective or emotional elements to any 
great extent. Their chief function is perhaps information giving. 
Further along the continuum might be placed the traditional fac- 
ulty advisers, who assist students in selecting courses of study. At 
the other extreme are the psychotherapists who deal with deep- 
seated emotional problems that require long-term, intensive treat- 
ment. In between are the various types of counselors—educational, 
vocational, marriage, and personal counselors, There are no strict 
dividing lines. Yet for two points some distance apart on the con- 
tinuum, there are differences. As the writer views it, the basic dif- 
ference is the degree of the susceptibility of the client's problem to 
rational, logical analysis and solution. In this concept, the coun- 
selor falls somewhere in the middle. He deals with problems that 
have emotional and affective elements but are still not so deeply 
or purely emotional as the personal-social conflicts, which require 
intensive psychotherapy. 

The problems with which the counselor deals are thus usually 
more specific, or circumscribed, than those with which psychothera- 
pists deal. In these more specific problems there is usually the need 
for information that will help in the solution of the problem. 
Counseling, then, as distinguished from Psychotherapy, involves 
the providing of information to the client, usually objective, fac- 
tual, or technical in nature, The counselor possesses such informa- 
tion, which the client does not have and cannot be expected to 
have or to obtain easily for himself. Counseling deals with more or 
less specific problems or problem areas in which information is 
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important—such as in vocational counseling, educational counsel- 
ing, marriage counseling, placement counseling, etc. 

Counseling is not only information giving, however. It is ther- 
apeutic in nature by reason of the fact that in most cases the client 
can only accept and use such information in a therapeutic situa- 
tion, But while the psychotherapist is involved in a focus on the 
total personality with the goal of improving the client's general 
adjustment, if not the reorganization of his personality, the coun- 
selor's focus is on a particular problem area, and his goal is im- 
Proved adjustment in that area. The client as a whole is not ignored 
—the counselor is aware of the interrelation of all areas of adjust- 
ment. If there are other areas of difficulty, the counselor, if he is 
qualified, will extend his counseling to these areas, or if not quali- 
fied, or if it is not within the function of his agency, he will refer 
the client to other sources for help. But while being aware of the 
interrelatedness of the aspects of the total personality, it must 
be recognized that there are many people whose adjustment is 
adequate in all but one or two areas, and who can benefit from 
Counseling in these areas without a reorganization of the total 
Personality. 

The basic principles of working with people apply to workers 
at all points on the continuum. In so far as the counselor applies 
the same principles as the psychotherapist, he is engaged in psycho- 
therapy. But in so far as the problems he deals with are more sus- 
ceptible to solution through the use of information and a rational 
approach, he differs from the psychotherapist, who deals with prob- 


lems that are highly resistant to such an approach. 
It might be stated that all counselors should have a therapeutic 


attitude, an attitude that is of value in all human relationships. But 
Counselors are usually not therapists in the sense of their working 
On an intensive, long-term basis with the deep-seated personal- 
€motional problems of their clients. Such intensive psychotherapy 
Iequires special training and experience that the average counselor 
does not have. The counselor should have sufficient training and 
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experience to have developed the therapeutic attitude, so that he 
may deal with the emotionally-toned problems of his clients. Be- 
yond this he should not go without further training. He should be 
able to recognize his limitations, and the needs of a client for more 


intensive psychotherapy, and make appropriate referrals for such 
therapy. 


VOCATIONAL AND THERAPEUTIC COUNSELING 


While it is not to be implied that there is a dichotomy between 
vocational counseling and therapeutic counseling, there are never- 
theless certain differences (5). The client who comes to or is re- 
ferred to a vocational counselor is presumed to have a vocational 
problem. While it is true that such a problem may be only part of 
a more extensive problem, nevertheless the vocational counselor is 
not expected to attempt extensive psychotherapy to resolve basic 
emotional problems. Sometimes the vocational problem cannot be 
resolved until psychotherapy has achieved some resolution of more 
basic problems. Sometimes both problems may be worked on con- 
currently, as frequently happens with the emotionally disturbed, 
psychiatric treatment continuing during vocational rehabilitation. 
If the counselor is trained and skilled in psychotherapy he may 
carry on both aspects of rehabilitation. More often the counselor 
begins to work with the client after progress has been made with 
the basic emotional problems, and although he must be aware of 
the interrelations among all aspects of the client's life, the coun- 
selor concentrates on helping him with his vocational problems. 

Perhaps the important distinction between psychotherapy and 
vocational counseling is in terms of the emotional involvement of 
the material dealt with in counseling. While vocational problems 
certainly have emotional connotations, it is usually true that such 
problems are not so strongly emotionally toned or conflictual as 
those which are dealt with in psychotherapy. Vocational problems 
usually are more capable of rational solutions than deeper per- 
sonal-emotional conflicts. To the extent that this is so, techniques 
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NONEM. may differ from techniques of psychotherapy. Bor- 
= inction is essentially in agreement with the one presented 
b E “7 wnites that the counseling relationship is characterized 
E ee less intensity of emotional expression and relatively more 
n phasis on cognitive and rational factors than is the relationship 
7 psychotherapy (3, p. 15). However, his caution about over- 
mphasizing the rational aspects is well to keep in mind. “Either 
through inexperience or through a theoretical orientation to coun- 
seling which plays down the affective aspects of behavior, a coun- 
Selor may be disproportionately sensitive and responsive to the 
Cognitive aspects of the client’s communication” (p. 160). 

guished from certain deeper emo- 


In vocational problems as distin, 
n may be an important element, 


tional conflicts, lack of informatio 
So that the giving of information may be a more common, more 
Useful technique in vocational counseling than in psychotherapy. 
The counselor must always be aware that giving information may 
have emotional connotations, however. A client may ask for infor- 
mation without really desiring Or feeling a need for it, and may 
testist accepting it or its implications. It is usually better if the coun- 
selor can suggest where the cient can obtain the information for 
himself, If he can and does do so, the information may be more 
Meaningful. And in addition, such a technique avoids the danger of 
the counseling interview becoming a didactic lecture on the part of 
the counselor, thus shifting the major responsibility of the inter- 
View to the counselor. Information regarding the tested aptitudes, 
abilities, and interests of the client does have to be given by the 
Counselor, however. In doing 5o the counselor must be concerned 
about its reception by the client in terms of his self-concept, and 
the counselor must, while being honest and frank, recognize, ac- 
Cept, and handle therapeutically the client's reaction or resistance. 
The Bixlers and Rogers (2, 17) discuss methods of doing this that 
ate applicable with emotionally disturbed clients as well as with 
Others, We shall consider this as in more detail 


In the next chapter. 


pect of counseling 
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| “word might be said about the problem of rapport, and the 


. . ing of a counseling interview. Most texts on interviewing 
make a great deal of the necessity of the counselor establishing 
rapport by the use of certain techniques. From the point of view 
of the present concept of counseling, no specific attempt to secure 
rapport by the use of techniques appears to be necessary. If the 
counselor's attitude is one of interest, friendliness, and understand- 
ing, rapport will naturally result, If the counselor is at ease in the 
situation, the client soon will be. Whether to call the client by his 
first or last name (24) is a trivial matter, and suggests overconcern 
on the part of the counselor about techniques, formalities, and his 
ability to be himself in a naturally developing rather than an arti- 
ficial counseling relationship. 

It has always appeared to the writer that the techniques sug- 
Bested for establishing rapport were more necessary to put the 
counselor at ease than for their value to the client. Clients usually 
come into counseling with a felt problem, a serious purpose, or at 
least sufficient information and background to know what the proc- 
ess is like. It doesn't appear to be necessary—or desirable—to begin 
the interview with a social discussion, such as attempting to show 
the counselee that you are familiar with his home town, or that you 
know someone who knows someone whom he knows, or that you 
are an expert on the results of the outcomes of the latest baseball 
or football games, or similar items of information (10). The good 
counselor doesn't need to resort to such techniques. He respects the 
serious purpose of the client by not wasting time on such things. 


After all, the counseling interview is not a social visit, but a serious 
affair. 


PROBLEMS IN INTERVIEWING THE EMOTIONALLY DISTURBED 

Because of the nature of emotional disabilities, the emotionally 
disturbed are often more difficult to interview than persons with 
other disabilities. The fact that the essence of their disability con- 
sists of difficulty in communication, both verbal and nonverbal, 
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probably lies at the bottom of the difficulty in counseling them. C" 
Their disability thus affects the counseling or interviewing process» __ 
directly. Such clients may be overtalkative without really communi- 
cating; they may be retarded in speech and thinking; they may be 
Overemotional in their speech, or confused in expressing them-.: 
selves. Such characteristics create problems for the counselor in 
understanding, responding to, and communicating with the emo- , á 
tionally disturbed. These problems arise even in those clients who , 
are seen after considerable treatment, either in the hospital or out- 
patient psychotherapy. As was indicated in the chapter on feasi- 
bility, clients may be ready to begin vocational and occupational 
planning, and even training and employment, while still requiring 
Psychotherapy or other psychiatric treatment. In some cases clients 
may have reached the maximum level of improvement that can be 
expected, or have been unable to show improvement over a con- 
siderable period of time. Such clients may still be relatively ab- 
normal in many respects. Yet they may be worth attempting to 
rehabilitate vocationally even though no further improvement can 
be expected. Regression may occur if nothing is done for them. 
Such clients are often very difficult to interview or counsel, yet may 
in some cases be capable of some type of employment or training, 
Perhaps no more than terminal sheltered workshop employment; 
but this is preferable to continued hospitalization or rehospitaliza- 
tion. 


THE MUTE CLIENT 

Perhaps the most difficult type o 
Client who does not talk. The counse 
you do in that case? How can you be client-centered with a client 
Who can't talk?" Now some mute clients may not be ready for any 
Consideration of vocational rehabilitation. They may be too with- 
drawn, living in a world of their own, preoccupied with fantasies. 
But many speechless clients are not of this type. They may be in 
800d contact with what is going On around them. They may be 


£ counselee to work with is the 
lor may well ask, “What do 
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able to think clearly, and be capable of employment or training. 
They just aren’t talkative! 

Now silence is an important technique of the counselor, and 
every good counselor must be able to tolerate silence comfortably. 
Clients often make progress in their thinking while sitting in si- 
lence. But the entire counseling process cannot be conducted in 
silence. It is true that in psychotherapy there may be whole hours, 
sometimes many of them, passed in silence. But in vocational coun- 
seling, when the client is not out of contact with reality, but merely 
unable to talk spontaneously, if progress is to be made, someone 
has to talk. If the client can’t, then the counselor must. But he must 
do so in a way that still makes it clear to the client that the coun- 
selor is not going to dominate the process, or supply the answers 
and make the decisions. The counselor might begin by determining 
if the client is aware of the purpose and nature of the counseling. 
Then questions of a general nature, in a quiet, leisurely, friendly 
manner, may be used, giving the client plenty of opportunity to 
continue on any aspect of the question that might stimulate him 
to talk. Even though the replies may be monosyllabic, the counselor 
should attempt to gain some understanding of the thoughts and 
feelings behind them. Then he should attempt to communicate the 
understanding, through reflecting the feelings, by further questions 
—or, if he doesn't understand, to admit it, and ask for clarifica- 
tion. The client may only be able to respond by a nod of the head. 
But if the counselor is successful in understanding something of 
his feelings, attitudes, or problems, the beginning of a counseling 
relationship may be established, even though it may be a long time 
before it can progress to the development of a rehabilitation pro- 
gram or plan. Counseling can progress with a minimum of verbal- 
ization, if there is understanding on both sides of the relationship. 


THE OVERTALKATIVE CLIENT 


At the opposite extreme from the mute client is the verbose, 
hypomanic client under pressure to talk. Here the counselor may 
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feel like interrupting, to insist that what the client is talking about 
is irrelevant, to ask him to get down to business. If the client is so 
Seriously disturbed that his speech is incoherent, disconnected, 
completely irrelevant, then perhaps counseling will have to be 
abandoned on the basis of infeasibility. However, there are many 
excessively talkative clients who are feasible. It does no good to 
stop them—if one can. They are not able to limit themselves to 
the bare essentials of the counseling process. The pressure of speech 
is too strong. It is necessary to allow them to progress at their own 
rate, to talk themselves out. The writer remembers a client who 
had had a lobotomy, who began immediately in the first interview 
to recount his story, beginning with the onset of his illness in the 
army. There was a compulsion to continue, in perfect chronolog- 
ical order, It was only with difficulty that he was stopped, after an 
hour and a half, for lunch, The counselor could not continue with 
him after lunch, but introduced him to the psychometrist for test- 
ing, for which he was prepared. The next day he returned to the 
Counselor, and without a comment regarding the tests, he picked 
Up his story at the exact hour in his life where he had ended the 
day before, and brought it right up to date before stopping. Now 
Some counselors would feel that the time was wasted, that the 
Counselor should (if possible!) have stopped him. But there was 
Apparently a great necessity on his part to tell his story, probably 
as a means of trying to get the counselor to understand him, since 
he felt he had not been understood by anyone in the hospital. But 
Whatever the reason, it is unlikely that counseling could have pro- 
Bressed until he had finished telling his story. l 

The counselor must be patient with such client: 
à reason for the client's behavior. It may not be necessary for the 
Counselor to understand it completely to be able to help the client. 
Listening may have therapeutic value, Some may raise the iod 
Whether it might not be harmful to allow the client to go "n x 
€motional problems too deeply, too quickly. In some cases this may 


s. There is always 
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not be desirable, if the counselor is not also an experienced ther- 
apist, and is unable to continue to work therapeutically with the 
client. In such cases the counselor must make a judgment, and de- 
cide whether to continue after the first hour, or the initial inter- 
view, or to attempt to refer the client for psychotherapy prior to 
attempting vocational counseling. 


THE DEPENDENT CLIENT 


The client who is unable to express any ideas or feelings of his 
own, who is afraid to make any decisions, constitutes a problem in 
counseling. Such clients feel helpless to live their own lives, They 
may have been encouraged in this by attitudes and actions of others. 

In the face of such clients, it is often difficult for the counselor 
not to make the decisions he feels are best for the client, This is 
especially so where the client repeatedly says, in response to being 
asked what he would like to do, “Whatever you think best,” 
“Whatever you say,” "You're the doctor, you know better than I 
do," etc. All the counselor can do is to refuse to make decisions for 
the client, and to try to encourage him to express his own likes and 
dislikes, his desires and opinions, and to show respect for those 
that are expressed. He can urge the client to think about what he 
wants to do, or would /ike to do, If the client appears to want to 
make a decision but is afraid to do so, for fear of his ability to 
carry it out, the counselor can only suggest that he try it, or if he 
feels that it is an appropriate decision, simply to say, “I think you 
can do it." 

It is not possible, as has been indicated in an earlier chapter, for 
the counselor to instill drive and motivation, courage or independ- 
ence, where it is lacking. The client must develop these qualities 
himself. The counselor can only provide the opportunities for their 
development and expression. Pressure, threats, promises, even per- 


suasion and strong encouragement will not create what is not pres 
ent within the client. 
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THE AGGRESSIVE CLIENT 


The client who is hostile is extremely difficult for the counselor 
to work with. This is perhaps mainly because the hostility consti- 
tutes a threat to the counselor, who may tend to take it personally 
even when it is not actually so directed. Here again, the counselor 
must recognize that the client's behavior has a cause, that there is 
a basis for his aggression even though it may not be clear to the 
counselor. It is obvious that to meet hostility with hostility is of 
No value. The counselor must accept the expression of the hostility, 
try to understand it, without, of course, condoning it or necessarily 
agreeing with the client in the basis of his complaints. 

A client who is irrationally aggressive or hostile, who is unable 
to calm down or get away from it when handled therapeutically, 
cannot, of course, be counseled. He may need to be urged to obtain 
Psychotherapy, or even hospitalization if he appears to be danger- 
Ous. The actively paranoid client is a particular problem in this re- 
Bard, however; such clients usually have no recognition of their 
illness, Suggesting hospitalization or psychiatric treatment is there- 
fore of no value. The only thing the counselor may be able to do 
is to tell the client that he cannot help him with his particular 
Problems, Contact with the client's family may be desirable, to 
ascertain if they understand his condition, and, if they are not get- 
ting help, if they desire help from a social agency. 

Some paranoid clients may be feasible, particularly those with a 
Very limited, circumscribed delusion. The counselor may have to 
Wait out the client's story and complaints, indicate that he cannot 
help in that situation, but offer to try to help him occupationally. 
The same approach may often be used with clients who are not 
Paranoid, but manifest aggression toward particular persons Or 


institutions, 


* SUMMARY 


This chapter has consisted of what might be termed some notes 
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on the interviewing of emotionally disturbed clients. Basically, the 
interviewing process is no different from that with other clients. 
It is assumed that the student has had training in interviewing 
methods and techniques. 

The nature of the counseling interview is determined by the con- 
cept of the counseling process. Two contrasting concepts are de- 
scribed. The first, labeled the logical concept, views counseling as 
a rational, intellectual, logical process. The second, labeled the 
psychological concept, views the emotional and affective aspects of 
the client's problems as central. The nature of counseling and in- 
terviewing in terms of these two concepts is discussed. The second 
concept is accepted by the writer. The requirements of a counselor 
and his use of the counseling interview under this concept are dis- 
cussed. Essentially this approach is the client-centered approach to 
counseling. Although vocational rehabilitation counseling differs 
in some respects from psychotherapy, the basic attitudes involved 
are the same, Specific techniques of implementing these attitudes 
may vary somewhat. 

A continuum involving the relative degree of the susceptibility 
of problems to a rational, logical approach at solution is proposed. 
Counseling, it is suggested, differs from intensive psychotherapy in 
that it deals with problems that are less emotionally involved, less 
affect-laden, and therefore somewhat more susceptible to a rational 
approach than are the deeper personal-social problems, which re- 
quire intensive psychotherapy. To the extent that this is so—and 
it varies with the individual client—rational procedures in assisting 
the client in solving his problems are useful. But the counselor must 
always be sensitive to the emotional connotations of information 
and facts, including occupational information, job requirements, 
the results of tests of aptitudes and abilities, Client reaction to and 
resistance to such data must be dealt with therapeutically, not by 
reason, argument, or persuasion. The counselor, therefore, must 
have a therapeutic attitude throughout the counseling interview, 
recognizing the emotional components of the content of counseling, 
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and dealing with them therapeutically. In this meaning counseling 
is Psychotherapy, and all counselors must be trained in therapeutic 
interviewing. 

Problems in dealing with particular types of clients, i.e., the 
mute client, the overtalkative client, the dependent client, and the 
aggressive client, are briefly discussed in terms of the basic prin- 
ciples of counseling advocated by the writer. Essentially the coun- 
selor must attempt to understand such behavior, but even when it 
is not understood completely, it can be handled therapeutically if 
the counselor can accept the client in spite of his behavior, and 
allow the client to express himself without criticism, condemnation, 


Or judgmental remarks. 
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CHAPTER 9? 


Selection, Administration, and 
Interpretation of Tests 


Tests are widely used in present-day psychology. Their ubiqui- 
tous use has no doubt led to placing too much confidence in their 
results. The popular press has picked up this attitude of overcon- 
fidence, so that the public has gotten a distorted notion of the value 
of testing. Sorokin, a sociologist, has criticized this trend in an 
article which he entitles "Testomania" (26). Although some of 
his points are not justified, his remarks are a good antidote to the 
trend toward overemphasizing the values of psychological tests. 

Tests are useful aids in psychology. They are widely used to aid 
in the diagnosis of emotional disturbances, We are not concerned 
here with this use of tests, however, We shall limit ourselves to 4 
consideration of the application of psychological tests to vocational 
counseling of the emotionally disturbed. The objective of voca- 
tional counseling is to help the client choose a field of work in 
which he has a good likelihood of being able to earn a living, and 
in which he is likely to be satisfied or happy in his work. Tests of 
aptitudes, abilities, interests, and personality provide data on 2 : 
client that may be compared with the requirements of various occu- 
pations, or with the characteristics of successful or satisfied work 
ers in various occupations. 

In clinical psychology, and in personnel selection, tests are ordi- 
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narily used to obtain information about an individual for the use 
of those administering the tests—e.g., to determine whether he 
should be confined to a mental hospital, or accepted for a particular 
job. The results of the tests are not shared or discussed with the 
person taking the test. In counseling, tests are used differently. 
They are used to assist the client in achieving an understanding of 
himself that will enable him to make an effective or wise choice 
of some kind, either vocational or in some other area. Bordin (3, 
4) lists four uses of psychological tests in counseling. These are 
adapted by the writer as follows: (1) to help the counselor under- 
Stand the client, especially his personality, emotional and intel- 
lectual characteristics. The aim of this understanding is not the 
making of a decision or recommendation about the client, but to 
facilitate the counseling process; (2) as a source of information by 
the client about himself; (3) to stimulate the client to examine 
himself from new points of view, or to self-exploration; (4) to 
Clarify the nature of the counseling process by showing the client 
that he is expected to take the responsibility for choices, decisions, 
and for acquiring information about himself. How tests may be 
used for this purpose will be seen in the discussion of test selection 
and interpretation. Bordin includes under this heading the develop- 
ment of realization by the client that tests will not provide specific 
answers to his questions or problems. 

The development of client-centered counseling led to the sies 
tioning of the use of tests in the counseling process. Certainly it is 


true that in many if not in all cases of therapeutic counseling in 
the area of personal adjustment problems tests are unnecessary Or 
g of students in the voca- 


even undesirable. But in the counselin i 
tional-occupational-educational areas, tests do contribute some- 
thing to the client’s understanding and appraisal of himself. Bordin 
(4, Chap. 11) discusses tests as a means by which the ie E 
reality. It is certainly desirable that the client face reality, including 


the realities about himself as well as the ree Day 
The objections of client-centered counselors to the use ests 
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have been more to the way they are used than to using them at 
all. Rogers writes that “psychometric tests which are initiated by 
the counselor are a hindrance to the counseling process whose pur- 
pose is to release growth forces. They tend to increase defensive- 
ness on the part of the client, to lessen his acceptance of self, to 
decrease his sense of responsibility, to create an attitude of depend- 
ence upon the expert" (20, p. 141). Whether these results occur 
depends upon the way tests are used. 

Rogers goes on to say that "Testing is not necessarily completely 
excluded from the counseling process, however. The client may, in 
exploring his situation, reach the point where, facing his situation 
squarely and realistically, he wishes to compare his aptitudes or 
abilities with those of others for a specific purpose. . . . Conse- 
quently, when the request for appraisal comes as a real desire of 
the client, then tests may enter into the situation, It should be rec- 
ognized however that this is not likely to occur frequently in prac- 
ice" (20, p. 142). While this last statement applies to personal 
adjustment counseling, it does not usually apply to vocational coun- 
seling. Here the client usually at some point indicates a desire to 
compare himself with others in the process of vocational choice. 

The concern of client-centered counselors with testing has led 
to attempts to integrate testing procedures into the client-centered 
approach to counseling. These attempts will be considered in the 
discussions of test selection and test interpretation. 


LIMITATIONS OF TESTS 


We must recognize at the outset that there is no one job for each 
individual. Rather there are many jobs, some of them perhaps bear- 
ing little relationship to each other, which are equally suitable for 
a particular individual—at least this appears to be true at our pres- 
ent stage of knowledge. We cannot, therefore, expect by the use 
of tests to find she job for each client. Clients sometimes expect 
this. They often come to a vocational counselor asking to “take 
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cd ie se? neci v do should do." Perhaps this isa 

E. e ing | een oversold to the public. 
cnet A o i the value of tesis in provid- 
due Ge q stion of what occupation is best for the 
peu assuming that the counselor himself is not oversold 

an overdependent on tests. There are other sources of infor- 
mation regarding the client's aptitudes, abilities, interests, and 
z and these sources should be used by the counselor. 
“revious performance, in school or on various jobs, is a source of 
information regarding the aptitudes and abilities, as well as the 
"gw of the client. The expressed interests of the client are use- 
i aie counselors feel that expressed interests are worth- 
‘ess, that so-called "measured" interests only are valid. Actually, 
measured" interests are only expressed interests obtained in more 
detail and in a standard form. Expressed interests in terms of 
names of occupations, however, may be of relatively little value, 
Particularly in the case of young, inexperienced, unrealistic clients. 
Lack of information regarding the actual nature of the job may 
lead to the expression of an interest on the basis of irrelevant fac- 
tors, or in terms of the prestige value of the work alone. Expres- 
Sions by the client of the kinds of things he likes to do, the kind 
of environment in which he would like to work, the social situation 
in which he would like to work, especially if based on some work 
Experience, are valuable supplements to the results of an interest 
Inventory, 

The purpose of tests is to provide inf 
Way about the client. The results are use 
that is, if the information the tests yield 
actual characteristics of the client. If it is 
à numerical score that appears to be objecti 


tative, has little value for counseling purpos 
in a work situation is ideally a better way to assess the aptitudes 


and abilities of a client than by means of tests. Such performance is 
the criterion that the tests measure imperfectly. A test is only a 


ormation in an economical 
ful only if they are valid— 
is in agreement with the 
not, the fact that we have 
ve, because it is quanti- 
es, Actual performance 
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short-cut estimate of this performance. Counselors frequently for- 
get this, and regard test results as if they were the criterion. For 
example, in the face of evidence that a client is actually performing 
beyond the level indicated on a test, counselors may tend to suspect 
the actual performance rather than the test performance. 

All tests are fallible. Each test score has an error of measurement 
attached to it. Many counselors overlook this in dealing with a 
client’s test scores. Further, while the error of measurement at- 
tached to a test score may be known, and is—or should be—used 
by the counselor in his interpretation of test results, this is only à 
measure of average error. For any particular client the error may 
be smaller, or it may be much greater—so much greater that the 
obtained score is almost meaningless as a predictor of that client's 
true score on the test. 

Numerous factors affect the error of measurement of a particular 
individual's score on a particular test. Many of these factors are 
related to the client's physical and mental condition at the time of 
the test^ While it would not be claimed here that the error of 
measurement of the scores of the emotionally disabled is, on the 
average, greater than that for other types of clients, the writer 
would venture the opinion that the variability of the errors of 
measurement attached to the scores of emotionally disturbed clients 
is greater than that of other clients? That is, the nature of the dis- 
ability may have little or great effect on the client's test scores, de- 
pending on the particular individual, It is this possibility that 


makes it necessary to give especial attention to the use of tests with 
the emotionally disturbed. 


WHO SHOULD ADMINISTER TESTS? 
The question arises as to whether it is a function of the counselor 


1See R. L. Thorndike, Reliabili 
ment, Washington: American Cou: 

2 This is apart from, but perhaj 
psychiatric patients. King provid 
in psychomotor performance a 
subjects (16, pp. 68 ff.). 


ty, in E. F. Linquist (ed.), Educational Measure- 
ncil on Education, 1951, pP. 560-620. 

ps related to variability in test performance among 
es some striking evidence of the greater variability 
mong psychiatric patients as compared to normal 
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to administer psychological tests to clients. In many, if not most, 
situations where there are several counselors functioning in a single 
location, testing is not a duty required of the counselor. In such 
cases all testing is done by a psychometrist or “psychologist.” 
Whether or not this is desirable depends on two factors—the qual- 
ifications of the person who administers the tests, and the qualifica- 
tions of the counselor. It is apparently true that many counselors 
are inadequately trained in the administration of psychological 
tests. In some state rehabilitation programs this is recognized, and 
Provision is made for employing on a fee basis the services of qual- 
ified psychologists. This may be necessary in some situations. In 
other cases, although the counselors may be qualified as test admin- 
istrators, this function is performed by someone else on the basis 
that it is more economical or more efficient in the use of the coun- 
selor's time. In such situations—as in some state rehabilitation pro- 
Brams—the person doing the testing is technically trained for this 
Work, with more preparation and experience in psychology than 
the counselors possess. In other situations, however, the person who 
administers tests, even though referred to as a psychologist, may 
have had minimal training as a psychologist. Such persons may 
administer tests without interpreting them. 

Where the counselor functions in a hospital situation, either full 
time or on a visiting basis, testing may be provided by the hospital 
Psychology service. In most such cases the psychology department 
is oriented toward clinical psychology. The tests administered are 
those usually employed in clinical diagnosis and evaluation. Special 
aptitude and ability tests and vocational interest inventories may 
Dot be available for use in such situations. There are clinical psy- 
chologists who not only are unfamiliar with these tests, but who 
feel that vocational counseling can be based on such a test as the 
Rorschach alone. We shall consider later the problem of the appo 

i i i cational rehabilitation coun- 
Priate types of tests for use in the vo! a TEE is 
Seling of the emotionally disturbed. The point to be ma 

ni : :« not familiar with some of the 
that the clinical psychologist often 1s nO 
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appropriate tests, and the counselor may not be able to depend on 
the clinical psychology department of the hospital to do his voca- 
tional testing for him. 

Whether he is required to administer tests himself, or has some- 
one else to do it for him, the counselor should be skilled in the 
interpretation of test results. He cannot depend on the interpreta- 
tions of others, even if the test administrator is competent to in- 
terpret the results of the tests he has used. This is because the test 
results must be interpreted in terms of all information available 
about the client. The counselor therefore must be trained in the 
use and interpretation of tests. It is difficult to interpret fully and 
meaningfully the results of tests unless one is familiar with the 
test materials, and this familiarity should come from more than 
the reading of the test manuals. It should come from training and 
experience in the administration of the tests themselves. 

It may be further maintained that it is of positive value for the 
counselor to test his clients himself. Often considerable insight into 
and understanding of the client and his handicaps can be obtained 
in the process of test administration. Observations of the client's 
behavior can be of value. It is the opinion of the author that the 
value of such observation is perhaps overemphasized in the litera- 
ture on the use of tests on counseling, Although the testing situa- 
tion is a standard one, it is a relatively brief sample of the client’s 
general behavior, compared to the specific behavior being measured, 
by the test. Moreover, it is not usually a typical situation. While 
the client's response in a new situation may be revealing in some 
respects, the testing situation is not always a new one for clients, 
particularly as the use of tests becomes widespread, Clients may 
have varying degrees of experience with tests, varying degrees of 
"test wiseness," a factor that must be considered in evaluating test 
behavior. 

It may be objected that the administration of tests to the client 
affects the counseling relationship adversely. In testing, the coun- 
selor is definitely responsible for the conduct of the situation. It 
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may be felt that this is undesirable, if the counselor is oriented to- 
ward the client-centered point of view. But it is also true that the 
interpretation of the test results to the counselee, which is a func- 
Hon of the counselor, may have the same effect. This is a pos- 
sibility. But the effect is a function of the manner in which the 
counselor handles the situation. Here again, it is more a matter of 
the attitude of the counselor as expressed in these two situations 
than it is of the particular techniques used. The introduction of 
testing and the consideration of the results of the tests can be 
handled by the counselor in such a way that neither the counselor 
nor the tests become a source of authority or of arbitrary, objective, 
fixed truths that the client must accept completely. 

In any event, there are values to the counselor if he administers 
tests himself, particularly individual and performance tests. The 
values vary with different clients. The counselor should be free to 
decide whether he wants to administer the tests, or some of the 


tests, in each counseling situation. 


TEST SELECTION PROCEDURES 


The introduction of testing into the counseling situation deserves 
some comment, The client who comes asking for tests is not always 
the easiest to handle. He may not have a clear or accurate picture 
of how tests can help him. He should be allowed to talk about his 
Problem before proceeding to testing. It may be necessary to point 
Out the limitations of tests to him. 


As Rogers has pointed out in the quotation on page 220, the 


introduction of tests should come as a result of an expressed or 
recognized need of the client. This may not, however, take the 
form of specifically asking to take tests. As he discusses his 
Problem, the client usually touches upon questions of aptitudes, 
abilities, and interests, perhaps expressing concern, doubts, or 
questionings, or lack of information or self-knowledge in these 
areas, It is perfectly consistent with the client-centered approach, 
described in Chapter 8, for the counselor, in response to such 
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expressions of needs, to bring up the use of tests as a resource 
available to the client if he desires to use it. This approach seems 
preferable, to the writer, to that suggested by Kilby (15) of dis- 
cussing them as a resource in a defining or structuring statement at 
the beginning of counseling. 

It doesn’t seem necessary, or even desirable, to “beat about the 
bush,” as it were, in introducing testing and the selection of tests. 
Clients almost without exception expect to take tests (23), and 
can be counted on to bring up the discussion. Also, unless they 
have been counseled previously, they have little information and 
much misinformation about tests. It is therefore not reasonable to 
expect them to be able to select appropriate tests, a least without 
considerable help from the counselor. The counselor knows the 
most appropriate test—or where there are choices among several 
similar tests, he usually has preferences, He may be more familiar 
with some tests than with others, may be more skilled in the use 
of certain tests, or may have good evidence for the greater validity 
of certain tests in certain situations. The counselor may therefore 
select the tests to be used, on the basis of the problems and needs 
of the client. 

Consideration must be given to just how testing is handled, how- 
ever. While concerned with clinical psychological testing, a report 
of a patient’s reaction to the testing situation is pertinent here 
(11). The patient, who had made a good adjustment following his 
discharge, returned to the hospital on a visit and was interviewed 
regarding his reactions to his treatment at the hospital, He stressed 
the fact that the new patient is tense, excited, with his patience 
worn thin by repeated probing and questioning, and is not pre 
pared for the test questions, which may me to be gibberish- 
Tri e ted ee 

a simple game. He felt that treating 


the patient as an adult would lead to better c 


dq E oóperation and MO- 
tivation. P 


It is with the problem of using tests in response to a recognized 
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need of the client rather than imposing them upon him, of avoid- 
ing the threat of such imposition of tests, that the client-centered 
counselors have been concerned. From some of the writings, how- 
ever, one gets the impression of an artificial situation in client 
selection of tests. This has been noticed in some of the recordings 
of attempts to use client-centered techniques of allowing the client 
to select tests. The counselor sometimes seems to be leaning over 
backward in a hands-off attitude toward test selection, creating 
what may be an unpleasant or frustrating experience for the client. 
This may be the source of some of the dissatisfaction that has been 
expressed by some clients with whom client-centered methods of 


test selection have been used (2, 5, 22, 23). It appears to the writer 


that perhaps too much attention has been: paid to technique rather 


than the attitude of the counselor. 
Tests, then, are discussed when the client either overtly or cov- 


ertly manifests a need or desire for information that tests can assist 
in supplying. The counselor describes the types of tests available in 
simple nontechnical terms, and what they can contribute (4, Chap. 
11; 5). The general value of tests, and their limitations, may be 
discussed. The client indicates whether or not he would like this 
information, and the counselor selects the most appropriate test. 
This can all be done simply and in a matter-of-fact way without 
violating the attitude of respect for the client, or implying that the 
tests, or the counselor's use of the tests, will solve the client's prob- 
lems. Tests are presented as one source of information, and the 
responsibility for obtaining this information is left with the client. 

This method of introducing and selecting tests preserves the 
client's autonomy, yet does not make the process overcomplicated 
and artificial as some of the descriptions of client-selection of tests 
appear to suggest. It may be objected that the client does not ac- 
tually select the tests, that he only determines whether or not he 
wants to take the tests. He does, however, select the areas in which 
he wants test results. The counselor, as the professionally trained 
person, selects the individual tests. The method outlined here is 
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essentially that proposed by other client-centered counselors (4, Ai 
22). The application of these procedures has often been compli- 
cated by an apparent feeling of guilt and conflict on the part of 
the counselor that he is departing from client-centeredness by even 
discussing the use of tests with the client, so that in effect the 
approach of the counselor may frustrate the interest of the client 
in obtaining test results. Overconcern with techniques rather than 
attitudes has perhaps contributed to this difficulty. 


TEST ADMINISTRATION 


The purpose of tests is the obtaining of a sample of behavior 
under standardized conditions, Students are routinely taught the 


importance of maintaining these standard conditions in test admin- 


istration. Results obtained where the required conditions are vio- 
lated cannot be inter 


preted in terms of standardized test norms. 
Super (27, Chap. 5) discusses standardized procedures of test ad- 
Ministration, 


In the testing of the emotiona 
cult to maintain the prescribed s 
the behavior of the client. Such 
It is important that when devia 
they be noted on the a 
test results. 


lly disturbed it is sometimes diffi- 
tandardized conditions because of 
clients are often difficult to test. 
tions from standard conditions occur 
PPropriate test forms or in the report of the 
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basis for decisions about or dispositions of the patient to which 
he may have objected, or have felt resentment, or at least did not 
completely understand. Such a client can hardly be blamed for 
being at least anxious about tests. That is why it is important to 
introduce him to vocational aptitude and interest tests in such a 
way that he sees their usefulness, and desires their results as a help 
in the solution of his problem. In the case of interest and person- 
ality tests, the absence of time limits, the fact that there are no 
right or wrong answers, and the use to which the results will be 
put must be made clear to the client. 

Here as in the entire counseling process, an accepting, friendly, 
calm, unrushed attitude on the part of the person administering the 
tests is desirable. No artificial efforts at gaining rapport—no ex 
tended social conversation, telling of jokes, etc.—is necessary or 
desirable, As in the counseling process in general, so in the test 
administration situation, communication is an important factor. 
The test administrator must be sure that the client understands the 
Beneral procedure and the instructions to particular tests. With the 
€motionally disturbed, understanding should never be taken for 
Branted—silence may not be taken as evidence of comprehension. 

In the actual administration of individual intelligence tests it 
is important that the test administrator be aware of the feelings 
and attitudes of the client, and that he respond to these and show 
that he understands them. The administrator should never be so 
involved in the mechanics of the test administration that he be- 
comes oblivious of the reactions of the client. Cole in an article 
that should be required reading for every test administrator com- 
Pares the process of testing to psychotherapy, pointing out that as 
in Psychotherapy reassurance and evaluation act as a barrier to fur- 
ther communication by the client, making him defensive, so also 


May it affect the testing process. “Only the ament or the emotion- 
m that he is unable to judge 


ally infantile is so lacking in autocriticls ric! 
qualitative differences in his responses, and is una n a 
nate success from failure in some test items. Thus, hasty reassur- 
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ance may often go in conflict with the recognized quality of the 
responses as seen by the subject, and increase the incidence of 
blocking and refusal to respond. If instead of giving fluent and 
often unwarranted reassurance concerning our subject’s perform- 
ance, we make a sincere attempt to understand what the situation 
means to him, and attempt to communicate to him this awareness, 
we may raise the level of communication, and hence get a more 
valid picture of what kind of a person we are working with. Our 
aim in testing as far as rapport is concerned should be to capture 
the frame of reference of our subject and to communicate to him 
our appreciation of the situation” (6, p. 133). 

It is almost standard practice for test administrators in individ- 
ual testing to give praise and encouragement, presumably to help 
the client perform at his optimum. Sinick (25) points out that we 
do not know how this affects different clients, His own study of 
three different Broups of high, moderate, and low anxiety as meas- 
ured by the Taylor Manifest Anxiety Scale and the Sarason-Man- 
dler anxiety questionnaire found no significant difference between 


; à comment such as "Those last ones were 
pretty tough, weren't they?’ may be helpful. A phrase such as ‘Here 


is something different,’ or ‘let’s i 
try this one’ i ition 
to the next subtest” (19, Pp. 27-28) tng ie 


It has been demonstrated j 
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"fine" "good," and "all right" alternately after each response 
which was being scored in the experiment, or whether or not he 
nodded his head, smiled, and leaned forward in his chair to score 
the response, affected the number of desired responses obtained 
(in this case movement responses to ink blots). In this particular 
Situation the examiner's behavior probably contributed a reward 
for the particular response, so that the subjects probably learned 
to some extent, even unconsciously, the kind of response that the 
examiner desired (29). It might be claimed that rewarding every 
response, or not rewarding any response would not lead to such 
learning, and thus result in more standardized testing situations. 
This may or may not be true. We must consider the situation where 
the same objective conditions mean different things to different 
subjects. To some subjects no responses at all from the examiner 
may be taken as evidence of being wrong, or of rejection, while 
by others it may be interpreted as approval of his answers. "The 
patient responds not only to the test materials and tests, but also 
to the situation of being tested. The importance of the interaction 
between patient and investigator must not be overlooked" (31, p. 
12). The interpretation of the client's performance on tests must 
take into consideration this as well as the other aspects of the test- 
ing situation. 

Some may feel that the testing situation should be adapted to 
each client so as to bring out his optimum performance. In some 
cases this might be desirable. But it may also be argued that we 
are usually not interested in the client's optimum functioning, but 
in his functioning under certain standard conditions. If we are in- 
terested in functioning in à job situation we should, therefore, 
attempt to duplicate the conditions of the job in the testing situa- 
tion, and maintain the same conditions for each subject. Ideally this 
is desirable. But we know that we cannot duplicate the job condi- 
tions, We would need to ask which job, for what employer, at what 
period of employment—the first day, or after what d ds of time 
on the job? Furthermore, it appears to be impossible for two exam- 
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iners to maintain exactly the same conditions of testing—probably 
the use of recording equipment for the presentation of stimuli is 
the closest approach to standard conditions that could be obtained, 
and this may not be feasible in the administration of individual 
tests where subjects vary in the time required to perform the tasks 
(17). 

From the point of view of the long-range adjustment of the 
client we are interested not necessarily in his performance in a 
new, strange, threatening situation, but in a more or less normal, 
familiar situation, such as would obtain after he had adjusted to 
a job, an employer, a foreman or supervisor. We are not necessarily 
interested in how he would function under a supervisor who was 
a therapist, but we usually do hope to place the emotionally dis- 
abled client in a more or less favorable work environment, where 
he is likely to be accepted and understood. We are thus justified in 
attempting to develop an atmosphere of acceptance and under- 
standing in the test situation, where the client can feel relaxed and 
at home. 

But since no testing situation can be representative of the actual 
work situation, and since it can never be completely standardized, 
the examiner must be careful to note and describe any unusual 
features of the situation, and be observant of the client’s reaction. 
If he cannot experimentally present a variety of conditions—which 
is one of the disadvantages of the limited testing situation—he pet 
haps can infer or estimate or hypothesize, on the basis of the cli- 
ent's reactions, how he might behave in other, different situations. 
Predictions on the basis of performance in a test situation must 
take into consideration the conditions of the testing situation, and 
the differences between it and the situation in which we are at 
tempting to predict the client's behavior. "There is a gap between 
the testing situation and real life which we cannot really bridge" 
(31, p. 13). 

There have been a number of discussions of the kinds of behav- 
ior during the testing situation that should be observed and noted 
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by the counselor or test administrator. The reader no doubt has 
been exposed to these in courses in testing. Rating scales have been 
proposed for use in the testing situation. King (16, pp. 36, 172- 
176) presents one such scale. While ratings may be helpful in some 
instances, and certainly are useful in research where such factors 
as coóperation, effort, attention, and rapport must be controlled or 
equated, the counselor perhaps will find free comments or behavior 
notes of more value in his evaluation of the particular tests of an 
individual client. 

Certain adaptations in the general testing may be necessary. It 
may be desirable to spread the tests over a longer period of time 
than is usual with most physically disabled clients. Emotional, 
rather than physical fatigue may enter. Concentration for long pe- 
riods of time may be difficult for the patient who is not completely 


recovered. The client should be observed closely for signs of fa- 
onal disturbance. 


tigue, tenseness, excitement, or emoti 
for a time in such cases. A 


Testing may perhaps be stopped 
break may be suggested in the middle of a long test, such as the 


Kuder Preference Record or the Strong Vocational Interest Blank. 
As in testing other disabled or the nondisabled, it may be desirable 
to break up the tests, using the procedure which Super (28) terms 
“precision-testing” or “testing-in-counseling,” in distinction to “sat- 
uration testing” or “testing-before-counseling.” It is often desirable 
to use interest tests early in counseling, and follow up areas of 
interest with aptitude and ability tests later after discussion of the 
results of the interest tests. 

Timed tests should be introduced only after the client has had 
a chance to adjust to the testing situation with untimed tests, or 
tests not requiring right or wrong answers, such as interest tests. 
The client should be observed under conditions of speed tests, to 
Note his reaction to the pressure of time. In some cases it may be 
desirable to extend the time on speed tests. At the end of the stand- 
ard time limit the client can be told to mark where he is on the 
test, or given a colored pencil and told to continue. Or the test 
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administrator may note where the client is, or score his perform- 


ance, as can be done on the Block Designs subtest of the Wechsler - 


scales, for example, and then allow the client to experience success 
on the item if it appears to be desirable to do so. Extension of the 
time limit allows the examiner to determine what the client can do 
in terms of power rather than speed. 

The question arises as to the effects of such conditions upon the 
results of the test. Certainly any change in testing conditions must 
be noted and considered in interpreting the results of the tests. It 
might be objected that the client is going to have to adjust to timed 
situations, the pressure of speed in his work, etc. This may to some 
extent be true. But one of the purposes of vocational rehabilitation 
is selective placement. It is important to estimate the limits of the 
client. Perhaps he can’t function under stress of time limits. But 
perhaps he can accomplish as much if he feels he is not being 
timed. Or it may be that he simply cannot perform with any speed 
but can accomplish something if given sufficient time. It is impor- 
tant to determine these aspects of his functioning so that place- 
ment can be made effectively. Even though a client may not be 
able to work rapidly, he may be able to work well, or accurately. 
While he might not be suitable for assembly line work or com- 
petitive piecework, he might be able to function in a situation 
where he could produce at his own rate, perhaps at a lower rate 
of pay than another worker, or perhaps on a piecework rate where 
he is not pushed to increase his production. 


INTERPRETING TEST RESULTS TO THE CLIENT 

There have been those who have advocated not revealing the 
specific results of tests to the client, Instead, the counselor "inter- 
prets" the tests indirectly, or introduces them surreptitiously, or 
even expresses approval or disapproval of the client’s suggested 
vocational choices on the basis of the tests without revealing the 
test results. This was often done on the basis of protecting the 
client from the “shock’’ or impact of test results that might be un- 
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favorable. Sometimes it was justified on the basis that the client 
couldn't understand the statistical scores anyway. 

This approach has practically disappeared among counselors. It 
is now generally agreed that the client has the right to know the 
results o£ the tests he has taken. The "shock" of the results of tests 
has not been found to be widespread. Rothney (21) reports a study 
that found that telling high school students their test scores did 
not result in large numbers of negative reactions. Only about 5 
percent of the students gave negative reactions—surprise at low 
Scores, disappointment with the results, discouragement in voca- 
tional plans, skepticism about the value of tests. These results 
should not be taken to indicate that emotional reactions to test 
results are absent in clients who come voluntarily for counseling. 
It would be interesting to have information about the 5 percent 
Who expressed negative reactions—were they those students with 
low scores, those with evidence of maladjustment, those with un- 
realistic vocational goals? 

For those clients who come to a counselor for assistance, par- 
ticularly the emotionally disturbed, the emotional reaction to test 
information must be considered. In presenting test results to the 
client, “the significant elements with which the counselor deals are 
the emotional attitudes of satisfaction, doubt or fear which the 
test creates. It is not the factual test results but the attitudes of the 
client toward the test results, which are important in the counsel- 
ing process” (20, p. 142). The Bixlers and Bordin have dealt with 
the problem of test interpretation (2, 4). | 

Essentially, the counselor must bandle the emotional reactions 
of the client to the test results therapeutically. This means he must 
allow their expression, accept them, and allow the client to mg 
their implications. In this way the FE a come to accept the 

i them into his self-concept. 
tres uta of the client’s emotional reactions to test 


results requires the client’s active participation in the s e 
tation process. It may be well to begin by obtaining the client's 
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reactions to the tests in general before presenting results. Some 
such question as "Well, what did you think of the tests?" might 
elicit some general feelings of significance, and serve to warn the 
counselor about specific reactions to specific tests. “To be fore- 
warned is to be forearmed," and if the counselor knows there are 
emotional reactions he may better recognize them and avoid slip- 
ping over them as often happens in test interpretation. If the client 
responds by saying that the tests were a snap, when in fact the 
counselor knows that his scores are low, as not infrequently hap- 
pens, then the counselor is prepared for therapeutic handling of 
the interpretation. Bordin, pointing out that "In most cases it is 
not the information per se but the client's reaction to it and his 
inability to incorporate it into his own system of thought which 
will be of value to him," states that "the counselor must proceed 
no faster than the client's willingness and readiness to digest the 
information permits" [sic] (4, p- 277). He suggests inviting reac- 
tions from the client in terms of his impressions of himself and his 
expectations from the tests. 

The Bixlers state that “The counselor's responsibility is to give 
the client information, clarify his attitudes toward that information 
and towards his limitations, and finally to assist him in implement- 
ing his plans" (2, p. 148). They provide some examples of test 
interpretation. Dressel and Mattson provide some more specific 
suggestions for client participation in test interpretation (8). They 
suggest, among others, the following procedures to the counselor: 
(1) Do not discuss test scores until the client is clearly ready, i.e; 
does not wish to discuss something else, or initiates the discussion. 
(2) Encourage the client to voice his own explanations, hunches, 
feelings. (3) Answer the client's questions, but do not allow in- 
formation giving to result in the ignoring of the emotional content 
of the questions. (4) Recognize the client's feelings and concern, 
but do not console, defend the test, or force results upon him. (5) 
Allow the client adequate time to react to the results, to respond 
with any expression of feeling regarding them. (6) Encourage the 
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client to relate the test results to his own experience. Questions 
such as "How does this check with your experience, or with what 
you would expect as a result of your experience?” are helpful here. 
(7) Test scores should not be too heavily emphasized. 

There is some evidence that client participation in test interpre- 
tation is effective in counseling. Dressel and Mattson studied the 
results of various degrees of conformity to their principles of client 
Participation in test interpretation (8). Seven counselors inter- 
preted a standard battery of tests to forty freshman students who 
had made no vocational choice. The students were given pre- and 
posttests of self-understanding, including a posttest two months 
following the conclusion of counseling, and a postcounseling ques- 
tionnaire of satisfaction with the counseling. Counselor interviews 
were rated for degree of client participation manifested. Clients 
who participated most in the test interpretation tended to gain 
More in self-understanding, although the gain after two months 
was not significant. Those who participated most tended to be 
More secure in their vocational choices, and this was even more 
significant after two months. There was no relation between client 
Participation and satisfaction with the counseling. 


FACTORS IN EVALUATING TEST PERFORMANCE 

The literature on the use of clinical tests with the mentally and 
emotionally disabled is tremendous. Besides the use of tests to 
gain an understanding of the mental and emotional functioning of 
these patients, tests have been used to attempt to diagnose the 
Presence and degree of disturbance, to attempt to make a differen- 
tial diagnosis of the disorder and to attempt to predict recovery, 
either spontaneous OF in response to certain treatments. The tests 
used have ranged from widely used standardized tests to tests and 
tating instruments developed by the worker for the particular pur- 
pose of his study. They have included tests of physiological, psy- 


chomotor, mental, and emotional functioning. i 
The results of these studies are of little relevance for vocational 
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counseling. Performance on most of the tests has not been exam- 
ined in terms of its occupational significance. There is probably no 
doubt that performance on some of these tests is related to per- 
formance on a job, or on particular jobs. But there has been no 
vocational validation, or even attempts at validation, except in the 
case of some of the projective techniques and personality tests. The 
tests employed are not the commonly used aptitude and ability 
tests, but usually special laboratory-type tests. To attempt to cover 
the voluminous literature in this area for results of possible voca- 
tional significance would be prohibitive, and the possible useful 
results would not appear to justify the effort. If, however, certain 
types of impaired functioning are vocationally significant, they 
should be reflected in performance on the commonly used aptitude 
and ability tests, in so far as our tests cover occupationally relevant 
abilities and aptitudes. 

Studies of patients in various diagnostic categories are of little 
value. Results frequently disagree in different studies. This is no 
doubt because of the unreliability of diagnoses, and the hetero- 
geneity of the patients within the groups. As Welch points out 
(30, p. 284), we need studies of the effects of specific emotions 
such as anxiety, fear, depression, elation, resentment, anger, and 
hostility, regardless of clinical diagnosis. "There is very little psy- 
chological literature which is aimed in this direction. One searches 
in vain for any good studies that reveal the effect of emotions on 
any psychological function. Far too often psychological tests have 
been carried out with total disregard of the emotional state of the 
individual at the time of his testing. Where such factors are men- 
tioned, they are apt to be ill defined with such terms as ‘emotional 
tone,’ ‘affective tone,’ ‘hedonic tone,’ ‘interest,’ ‘preference,’ ‘Jike- 
dislike, 'success-failure' . . . these terms are inadequate to de- 
scribe the nature of the emotion, its intensity, its psychological and 
physiological effects, its dynamics, and its relevance to test pet 
formance” (30, pp. 284-285). 

On the other hand, the commonly used vocational aptitude and 


Selection, Administration, Interpretation of Tests 239 


ability tests have not been studied in terms of their validities with 
the mentally and emotionally disturbed. However, it would appear 
that if the functions measured by the tests are important in the 
ability to learn a job or to succeed on a job, then it does not matter 
what the disability of the client is, or why he functions poorly on 
the test—he either is or is not likely to succeed in the kind of work 
in which the aptitude or ability is required. 

For pure prediction, or for selection of employees, this may be 
> far as one need go. However, in counseling we are concerned 
with the individual and his future. We are therefore interested in 
why he does poorly on a particular test or type of test. We are 
interested in his potential as well as his present functioning. For 
immediate purposes of placement or employment, of course, his 
Present functioning is the significant factor—whether he is func- 
tioning considerably below his potential is irrelevant. But in terms 
of the future, the possibility of improvement in his level of func- 
tioning must be considered, and would be a factor in long-range 
Planning, particularly if training Were involved. l 

We are therefore interested in other aspects of the client's per- 
formance on tests besides his final score, or percentile standing 
Compared to a particular grouP- We are interested in the quality 
as well as the quantity of his performance. We are interested in 
the information that his mode of performance yields regarding 
Other aspects of his abilities and functions than those which the 
Particular test was actually designed to measure, White points out 
that "Psychological tests can no longer be regarded as tests of spe 
cific, restricted functions. . - - We should recognize that we can 
never arrange a situation in which just one important variable is 
tested" (31, p. 10). An aptitude test is thus also a test of other 
factors, emotional perhaps, such as frustration tolerance, persist- 
ence, level of aspiration, control of anxiety, etc. Purely oe 
functions cannot be measured apart from conative -— m 
functions, since they always operate together in the inatvi r 
Personality has an influence on all the behavior of the person. in 
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any test situation the client reacts as a total person, and the ob- 
servant counselor can learn something about this total person in 
addition to a score on a test of ability or aptitude. 

The clinical studies of the emotionally disturbed do suggest sev- 
eral factors that would affect vocationally significant functioning. 
These factors, and possible changes in them with change or im- 
provement in the client's disability, should be considered in the 
testing of clients and in evaluating their test results. They include 
mental anxiety, fantasy, deterioration and impairment of abstract 
thinking, and physical and mental retardation. 


ANXIETY 


Anxiety is characteristic of psychoneurosis rather than of psy- 
chosis. It is perhaps universally present in psychoneurosis, but in 
many cases it is not evident in behavior, or may actually be so well 
bound up or drained off in other symptoms that it is not of any 
significance. Physical symptoms may serve as an outlet for anxiety, 
or repetitive compulsive behavior may serve to keep anxiety from 
accumulating. Signs of anxiety are usually apparent to the coun- 
selor. Some anxiety or tension in a new situation is probably 
present in everyone, The counselor's friendly acceptance and un- 
derstanding will tend to relax the client. 

Sinick (24) discusses the handling of anxiety in the testing sit- 
uation. The presence of increased tension at the beginning of coun- 
seling makes it inadvisable to start the procedure with a battery 
of tests. Anxiety manifests itself in the testing situation by diffi- 
culty in attention and concentration. Tasks such as the Digit Span 
subtest on the Wechsler and the Minnesota Clerical Test may be 
affected by anxiety. If the anxiety or tension manifests itself in 
tremors it will affect performance tests, particularly fine motor per- 
formance or finger dexterity tests, such as the O’Connor tests. Now 
if anxiety and tremor are characteristic of the client, even when he 
becomes familiar with a situation, then their presence would sug- 
gest the avoidance of work requiring a great deal of constant 
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attention and concentration, or fine finger dexterity, such as book- 
keeping or accounting, or fine assembly or repair work. On the 
other hand, if they are present only temporarily in new or threat- 
ening situations, or if they are amenable to treatment or psycho- 
therapy, then long-range planning need not consider them as 
permanent handicaps. 

Anxiety may not always depress or reduce performance. Mild 
anxiety may serve to improve performance, possibly by increasing 
the alertness and motivation of the subject, resulting in better at- 
tention and concentration. Anxious subjects appear to learn faster, 
in conditioning experiments (30). There is probably no doubt, 
however, that pronounced anxiety disrupts behavior and perform- 
ance, Welch reports that "Anxiety affected inductive reasoning 
adversely in psychoneurotic, psychopathic personality make-up, 
depressive, elated paranoid, and schizophrenic patients. It can be 
Stated that anxiety can interfere with inductive reasoning in any: 
of these psychopathological disorders, but that, on the other hand, 
the presence of anxiety does not necessarily affect reasoning in all 


Subjects, No explanation can be offered for this effect of anxiety 


in some patients. This effect has not been observed with normal 


anxiety" (30, p. 283). Performance of patients at a later time, 
after anxiety had subsided, was successful on the simple problems 


used in the experiment. 


FANTASY 

Psychotics usually show little anxiety. Possibly their withdrawal 
keeps them from being affected by the stimuli that cause des 
in the psychoneurotic. This withdrawal leads to fantasy, in Kn 
the patient builds a world of his own in his mind. It a e 
apparent that a client who is actively fantasying will es. a 
in attending to a test situation and in concentrating on l e as ; 
Huston, Cohen, and Senf (13) studied the set and goal para cM 
of schizophrenics through the use of arithmetic tests. 3 s à: 
phrenics were poorer than depressives or neurotics on the tests, 
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but showed no deficit in ability to shift set or maintain goal orien- 
tation. The authors suggest that the difficulty of schizophrenics on 
such tasks may be due to the interfering effects of personal or affec- 
tive preoccupation. 

There is no direct way to detect or measure preoccupation or 
fantasy. The client doesn't necessarily think out loud or verbalize 
his preoccupations, and usually does not express them even if asked 
to do so. The counselor can only infer the presence of fantasy from 
the client's general behavior. Sometimes irrelevant statements or 
replies are indicative of fantasy. Lack of any response may be due 
to preoccupation. The client may give an impression of being some- 
where else mentally. These signs should be noted by the counselor, 
or psychometrist, and considered in the evaluation of test results. 


MENTAL DETERIORATION 


Mental deterioration has been indicated in many studies of the 
psychotic. Perhaps the most commonly accepted evidence of its 
presence is impaired performance on tasks involving new learning 
as compared to evidences of earlier learning ability, typically repre- 
sented by vocabulary level. Deterioration in the functional psy- 
choses, however, is probably not of an organic nature, as is true 
in the case of brain damage. That is, there is evidence that it is 
not irreversible. Upon recovery, patients may no longer appear to 
be deteriorated. Actually, it is possible that there is no real mental 
deterioration present; the term is probably inappropriately applied 
to functional mental impairment. What appears to be deterioration 
is temporary impairment of certain intellectual functions because 
of such factors as poor attention and concentration, retardation of 
thinking and actions, lack of interest in and motivation to learn 
new materials, and poor coóperation caused either by inability of 
lack of desire to coóperate (12, 14). The counselor therefore 
should not think in terms of permanent mental deterioration, but 
in terms of impaired functioning that could improve with recovery 
of the patient. 
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IMPAIRMENT OF ABSTRACT THINKING 


Possibly related to the concept of deterioration is the concrete- 
abstract dichotomy, in which the mentally and emotionally dis- 
turbed, like the brain injured, are said to tend toward concrete 
rather than abstract thinking. In the case of the functional dis- 
orders, again, this is not apparently an irreversible organic con- 
dition. It is perhaps also at least in part related to those factors 
which lead to the presence of signs of mental deterioration—re- 
tardation, lack of interest and motivation, and lack of coóperation. 

The problem of the impairment of thinking is not yet resolved. 
It apparently has been demonstrated that schizophrenics show im- 
pairment of thought processes, manifested in both verbal- and per- 
formance-type tests, the impairment consisting of a tendency to 
concrete rather than abstract thinking, of difficulty in forming con- 
cepts or classifications. However, this has been so far demonstrated 
only on tests that have little relevance to ordinary, everyday be- 
havior, or to activities ordinarily required in most occupational 
functions, Its meaning and interpretation in terms of practical func- 
tioning are not yet known; the vocational counselor will have difi- 
culty not only in detecting the impairment, but in estimating its 
occupational or vocational significance. 

The counselor is most likely to encounter the problem of mental 


deterioration and concrete versus abstract thinking in the reports 


of clinical psychologists. He should be aware that they are not 


Organically determined conditions, that change or improvement can 
be expected with improvement in the clients general psychological 
condition. They have significance in vocational counseling in so 
far as they affect vocationally relevant behavior. The counselor who 
desires to obtain further understanding of these concepts can begin 
by reading Chapter 29, “The Functional Psychoses,’ T ay 
Cameron, and Chapter 32, “Psychological Deficit,” by J. McV. 


Hunt and C. N. Cofer, in Hunt (12). 
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RETARDATION 


Speed of thought and action would appear to be important 
factors in occupational performance. To the layman, one of the 
obvious characteristics of many of the mentally and emotionally 
disturbed is the apparent slowness and retardation of thinking and 
psychomotor activity. There are, of course, the hypomanics, but, 
in general, if one visits a mental hospital one is impressed by the 
number of patients who appear to be hypoactive, lethargic, or 
slowed down. Life and time seem to be proceeding slowly for these 
patients, almost at a standstill for some. 

There is considerable evidence that a disturbance of the time 
sense is a symptom of severe mental disorder, of the functional 
psychoses as well as of the organic reactions (7, 9). The catatonic 
stupor brings time—subjective time—to a standstill for the patient. 
While psychoneurotics are not affected as much as psychotics, there 
is often a disturbed attitude toward time, sometimes manifested by 
the attitude denoted by the phrase "to kill time." 

The impression of retardation is supported by experimental stud- 
ies. Mental patients have been found to be slower on speed tests 
or timed tests of mental functioning. The relation between speed 
and level of functioning has been termed mental efficiency, and 
mental patients have shown impaired efficiency of performance 
(1). The degree of efficiency is apparently related to the degree 
of disturbance. The efficiency of performance is generally the basis 
of a diagnosis of deterioration, so that evaluation of speed of men- 
tal functioning must be considered in terms of the cautions noted 
in the discussion of mental deterioration. 

In the psychomotor area defects in various types of performance 
have been found to exist in numerous studies conducted over a long 
period of time. Functions affected have included reaction time, 
tapping speed, steadiness, dexterity, precision, codrdination, work 
rates, and work output. The most extensive investigation in this 
area is that of King (16), who used tests covering three aspects, 
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or factors, in psychomotor performance: speed of initiating single 
movements, speed of stereotyped wrist and arm movement, and 
manual and finger dexterity. Tests of reaction time, speed of tap- 
ping, and finger dexterity (Purdue Pegboard) constituted the bat- 
tery measuring these factors. The tests were administered to groups 
of 194 normals, ninety schizophrenics (divided into most dis- 
turbed, moderately disturbed, and least disturbed groups), twenty- 
seven "pseudoneurotic schizophrenes," and twenty-three neurotics. 

In all the tests, the schizophrenics were inferior to the normals 
and more variable, particularly on the reaction time tests. The 
amount of overlap in the distributions was in general large, how- 
ever, with some schizophrenics performing almost as well as the 
best of the normals on all but the Purdue Pegboard. A study of 
those patients scoring within the range of the normal groups indi- 
cated that they were not rated as being as disturbed as the remain- 
der of the schizophrenic group. Within the schizophrenic group 
the test scores were related to the degree of behavior disturbance, 
with the most disturbed patients giving the poorest performance. 
A group of patients classified as hebephrenics did not differ appre- 
ciably from a group diagnosed as paranoid schizophrenes. The 
Psychoneurotic group was closer to the normal group in perform- 
ance, but consistently (and statistically significantly at the .01 
level) inferior. There was little difference in variability except on 
the reaction time tests, and the overlap of the distributions was 
great. The "'pseudoneurotic schizophrenes" were inferior to the 
and were probably responsible for the sig- 


other psychoneurotics, 
nces between the total psychoneurotic group 


nificance of the differe 

and the normals. 
Differences in psychomotor 

ill and normals have been attri 


performance between the mentally 
buted by some investigators to lack 
of interest and motivation and difficulty in coöperation (12). 
(These factors may be, and probably are, closely related to the 
severity of disturbance.) If this were the explanation one might 
expect to find irregularity of performance from trial to trial among 
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the mentally ill. King’s data show little difference in the learning 
curves, although the schizophrenic curve for one measure of reac- 
tion time was irregular, and the slopes of the learning curves for 
the schizophrenics were not as steep as those for the normals; how- 
ever, there was little learning on these tasks for the normals. But 
King does not feel there is sufficient evidence to accept lack of 
motivation as an explanation. Nevertheless there is considerable 
evidence of fluctuation of performance of emotionally disturbed 
subjects on various types of tests (10; 12, pp. 1004, 1005). Investi- 
gators have felt that these fluctuations were related to such things 
as fluctuating attention, coóperation, and set. 

The fact that the deficit in psychomotor performance by mentally 
disturbed subjects is general, occurring not only on the fine motor 
tasks but also on gross motor tasks, and on tasks that are not highly 
intercorrelated, suggests that the deficiency is a pervasive one. Psy- 
chomotor differences between normals and the mentally disturbed 
appear to be greater than differences in other measurable functions 
— sensory, intellectual, perceptual—though there is still consider- 
able overlapping. The reasons for association of psychomotor def- 
icit with mental disorder are not known. King argues that mental 
disorder is a faulty adaptation to the environment, and that the 
deficit in psychomotor response is a basic indication of this general 
faulty adaptation. This is not explanatory, however. The fact that 
psychomotor behavior constitutes the basic, phylogenetically ear- 
liest mode of adaptive response, and thus the last to be affected 
by mental disease might explain why it is not affected in simple 
adult maladjustment, and is little affected in psychoneurosis. The 
higher orders of adjustive behavior are first affected, While this 
higher order functioning is more difficult to detect by objective, 
quantitative tests, it is apparent upon clinical study of the patient— 
and indeed is the basis for the diagnosis of abnormality. In the less 
severe disorders disturbances in thought functions are thus perhaps 

more affected than psychomotor activity. In addition to being more 
difficult to define and measure, these higher order functions are 
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also more affected by other factors, such as education, sociocul- 
tural and occupational background, and experience and training, 
all of which adds to the difficulty of detecting differences between 
normals and the mentally disturbed. 

There still is no clear evidence of any single neurological or 
physiological defect. The results may be caused by a general re- 
tardation, a slowing of thought and action, coupled with other 
psychological factors. Deficiencies of attention and concentration 
have long been considered to be characteristic of the emotionally 
disturbed, both the psychotic and psychoneurotic, though causal 
factors may differ in the two groups. The psychoneurotic may be 
affected because of preoccupation with conflicts, and anxiety, while 
the psychotic deficiency may result from fantasy and withdrawal 
from reality, resulting in imperviousness to outside stimulation. 
Particularly since there is reversal of psychomotor deficit with im- 
provement in the patient's clinical condition these psychological 
explanations of deficit should be considered. 

But there is apparently no question regarding the differences 
between normals and the mentally disturbed in psychomotor per- 
formance, It seems clear that the greater the mental disturbance, 
the greater the psychomotor deficit. But it is also apparent that this 
deficit is reversible, and performance may improve with improve- 
ment in the general mental condition of the patient. This is a fact 
of importance to the counselor. The performance of the client must 
then be considered in relation to his general mental state. Many if 
not most of the clients seen by the vocational rehabilitation coun- 
selor will be in advanced stages of recovery. In such cases—and in 
the case of most psychoneurotics—test performance may be ac 
cepted as being representative of their ability to perform ona job 
in the immediate future. But where the counselor begins working 
with a client in the hospital, perhaps some time before discharge 


is anticipated, test results may not be very useful, and may not 


represent performance at a future time after further recovery has 


been made. 
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The counselor should be interested in whether poor performance 
on tests is related to slowness in response almost entirely, or 
whether it is related to moderate speed but many errors. Besides 
the total score on a test, therefore, the counselor should be inter- 
ested in other factors such as the number attempted, the number 
correct, and the number wrong. A low score on a test in which the 
client completed correctly all the items that he attempted is differ- 
ent from a low score where the client attempted all or most of 
the items, apparently guessing or answering at random, The author 
recalls a client of the former type. After completing the tests, 
which were given by a psychometrist, the client returned to the 
counselor, who opened the interview by asking him how he felt 
about the tests. The client responded by saying that he didn’t feel 
that the tests were too difficult. His scores were rather low, how- 
ever. But it was noted that on two of the timed tests of aptitude 
he had correctly answered every item attempted. On an untimed 
test where he was allowed sufficient time to complete all the items, 
he scored above the average. The client was a compulsive individ- 
ual who valued accuracy above speed. This factor would be of 
importance in counseling with him. An extreme drive in this direc- 
tion could be a handicap that might be removed, at least to some 
extent, by psychotherapy. 

There are also some clients who will be exceedingly slow on an 
untimed test, but who can work fast when necessary. One client 
spent over twice as long as the average on an interest test. How- 
ever, on a timed test where he knew speed was important, he pet- 
formed above average, in spite of the fact that he had complained 
that his eyes were bothering him. He admitted he procrastinated 
on the interest test. Whether or not he could or would perform at 


a normal rate of speed in a job situation for long periods of time 
is of course unknown. 


INTRAINDIVIDUAL VARIABILITY 


There is considerable evidence that the intraindividual variability 
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of emotionally disturbed subjects is greater than that of normals 
on a wide variety of psychological tasks. Fiske and Rice, in their 
extensive review of intraindividual variability, summarize these 
studies (10). This fluctuation, whether it is due to motivation, 
coóperation, attention, or physiological factors, is important to the 
counselor in the interpretation of the results of tests, If the client's 
performance is likely to vary markedly at different times, even 
within very brief periods of time, what is the best measure of his 
actual capacity? How can the counselor know whether, on a par- 
ticular test, the client is functioning at his highest or lowest level 
of performance? 

The answer is that there is no way of knowing, unless the coun- 
selor wants to retest the client repeatedly over a period of time, 
and even here practice effects and the attitude of and rapport with 
the client would affect the results. The counselor can only keep in 
mind this fluctuation in interpreting test results with these clients. 
As was suggested earlier, the reliability of the results of tests with 
the emotionally disturbed is difficult to assess. There is considerable 
evidence that the reliability of tests with the emotionally disturbed 
is lower than with normals. Test-retest correlations of intelligence 
tests administered to clinical groups tend to be lower than the 
same correlations obtained with normal subjects (19, p. 19). 

For any particular client, the reliability of a particular test score 
may be very high, or very low. The counselor must make some 
estimate of the confidence he can place in the test results, on the 
basis of general observation of the client's behavior, and evaluate 
in the light of this estimate. If it appears that the client’s behavior, 
and thus his performance, on tests and in an actual work or train- 
ing situation is likely to be variable, to fluctuate considerably, this 
must be considered in the counseling process. Finally, the fact that 
ch clients varies so much means that when 
g with such a client he should not accept the 
date, even if only a few 
ince the previous testing. 


the performance of su 
the counselor is workin i 
results of tests given at some previous 
months, or even weeks, have elapsed s 
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Even where the condition of the client has apparently not changed, 
the comparison of the results of the two testings will be of value 
in estimating the client’s functioning and ability. 


THE EFFECTS OF CERTAIN TREATMENTS 


In addition to the clinical state of the client caused by the mental 
disturbance itself, there are other factors which affect, usually tem- 
porarily, the performance of the client upon-tests. Among these 
factors are certain methods of psychiatric treatment. 

Radical methods of psychiatric treatment usually disturb, for a 
greater or lesser duration following the treatment, the performance 
of the patient in many areas of activity. Two types of treatment 
may be menioned in this connection. Measured by psychological 
tests, electroshock and other shock therapies affect behaviors. For 
example, memory is often impaired, In most cases it is memory for 
past events, and in most cases the memory for these periods of 
time returns. But in some cases the memory deficit persists for some 
time. And in some cases, where there apparently has been some 
organic brain damage resulting from the treatment, memory for 
recent events, or the learning of new materials, may be affected, as 
in organic brain damage with other origins. 

The radical treatment of mental disorders by brain surgery— 
lobotomies, lobectomies, and topectomies—affects a wide range of 
behavior following the operation. There is usually gradual im- 
provement in functioning following the surgery, Most patients 
have made the maximum recovery by about six months following 
the operation. Some, however, continue to improve for a year or 
two, or even longer. 

The importance of these and other radical treatments to the 
vocational rehabilitation counselor should be apparent. Counselors 
should not attempt to measure vocational aptitudes and abilities 
in such patients until sufficient time has elapsed for recovery from 
the immediate disorganizing effects of the treatment. Moreover, 
they should not accept, for use in counseling, results of tests that 
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may have been given during this time, sometimes by clinical psy- 
chologists for research purposes only. 

In the behavior that we have been discussing, both cognitive 
and psychomotor, it is speed of response that is the characteristic 
that appears to be generally affected. Now it is well known that 
many drugs, particularly the sedative drugs, affect this character- 
istic of behavior. It therefore behooves the counselor to ascertain 
whether the client is being treated with any drugs at the time of 
testing. Although many of the newer drugs do not have the gen- 
eral sedative effect of some of those used earlier, in a particular 
case they may have effects on certain cognitive and psychomotor 
functions. It is apparently possible in some cases for the new drugs 
being used with the functional disorders—e.g., serpasil and chlor- 
promazine—to have a retarding effect on mental and psychomotor 
functions in some cases, without their being soporific. 


SUMMARY 


This chapter has considered some general questions regarding 
the use of tests in the vocational rehabilitation counseling of the 
emotionally disturbed. Tests are usually an essential element in 
the counseling process. However, they must be recognized as being 
fallible, and useful only as they reflect the client’s actual abilities, 
aptitudes, and performance. 

Whether or not the counselor of the emotionally disturbed ad- 
ministers tests to his clients routinely, he should be trained in the 
administration and interpretation of tests. This is desirable even 
in those situations where a well-trained psychologist is available 
for the administration of tests. The test results must be integrated 
into the other significant data developing during the counseling 
s effectively, the counselor must be 
thoroughly familiar with the tests through first-hand experience 
with them, Moreover, in some of his cases the counselor will prob- 
ably find it valuable to administer certain tests himself for the 


value of observing the client in the test situation. 


process, and in order to do thi 
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Although it is not possible for the client to select the specific 
tests that are most useful in the counseling process, the client 
should be a part of the test selection process. Most clients expect 
to take tests, and are prepared for them. Most clients nowadays 
have had some experience in test taking. Nevertheless, the coun- 
selor must be careful to see that the individual client recognizes 
the need for tests before they are routinely administered. More- 
over, the emphasis upon tests as constituting the major element of 
counseling, or as providing definite, specific answers, must be min- 
imized. The process of test selection is client-centered, in that 
although specific tests are selected by the counselor, the client's 
expression of a need for certain types of information about himself 
is the basis for the types of tests selected. The counselor may rec- 
ognize an unexpressed need on the part of the client, and may 
reflect this need verbally to the client and then suggest that he may 
find a certain type of test of value in this connection. 

As in test selection, the client should participate in the inter- 
pretation of the test results, The counselor must be prepared to 
handle therapeutically the emotional reactions or resistances to the 
acceptance of factual test results. When these are not consistent 
with the client's self-concept it will be difficult for him to integrate 
them and utilize them effectively in reaching a vocational choice. 

While adherence to standardized testing procedures is important 
in testing the emotionally disturbed as well as normal persons, it 
is sometimes difficult if not impossible to maintain such conditions. 
The behavior of the client may interfere, and his attitudes, motiva- 
tion, and coóperation may affect his performance. The client must 
be prepared for testing by the counselor. The test administrator 
must be skilled in understanding and i, gg with emo- 
tionally disturbed clients. 

Moreover, it may be desirable in some instances to depart from 
standard conditions to gain a better understanding of the limita- 
tions and potentialities of the client. In any case, it is most im- 
portant that the administrator note and record the conditions of 
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testing, deviations from standard conditions, and the condition and 
behavior of the client. The testing situation is useful in so far as 
it helps us to predict or understand the behavior of the client in 
nontest situations, and the obtaining of information besides the test 
Scores may be of assistance in such predictions. 

Factors affecting the performance of emotionally disturbed cli- 
ents on tests were considered. These include anxiety, fantasy, men- 
tal deterioration and impairment of abstract thinking, and physical 
and mental retardation. Perhaps the most significant points in this 
connection are the difficulty of measuring these factors, the great 
overlap between the mentally disturbed and normal groups, and 
the reversibility of most of these conditions with improvement or 
recovery of the patient. 

The most easily measured and most consistently found differ- 
ences between the emotionally disturbed and normals are in the 
area of psychomotor performance. Deficit in this area appears to 
represent a basic difficulty in adaptation to the environment, The 
deficit is directly related to the severity of the disturbance as clin- 
ically observed, and also is reversible as improvement occurs. 

The factor of speed of thought and action appears to be the 
Vocationally most significant aspect of the behavior of the emo- 
tionally disturbed. The client’s performance in terms of speed must 
therefore be carefully evaluated in terms of his clinical condition, 
rate of improvement, and prognosis for his ultimate level of recov- 
ery. The influence of certain therapies, such as shock treatment, 
brain surgery, and drugs upon performance must also be con- 


sidered, 
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CHAPTER 10 


Personality and Interest Tests ' 


————————————————————— 


In the preceding chapter we discussed, among other things, some 
of the characteristics of the test performance of the emotionally 
disturbed client. In the testing of aptitudes and abilities these fac- 
tors must be taken into consideration. Other than this, the com- 
monly used aptitude and ability tests are appropriate in counseling 
the emotionally disturbed. It is presumed that readers of this book 
are familiar with the topic of aptitude testing. In Chapter 12, avail- 
able studies of aptitude testing as related to occupational success 
of the emotionally disturbed will be reviewed. 

It would appear that the area of personality would be an impor- 
tant one in the counseling of the emotionally disturbed. Since the 
disability is primarily one o£ personality, this aspect of the client 
must be closely considered in the selection of a suitable occupation. 
There is considerable evidence that personality difficulties consti- 
tute the most common reason for discharge from a job. However, 
this is a field about which little is known, We have little informa- 
tion regarding the personality demands or requirements of various 
occupations, on the one hand; on the other hand, we have few if 
any really adequate tests of personality. Roe in her review of the 

1 Portions of this chapter have been used in Interest tests and the emotionally 
disturbed client, Educational and Psychological Measurement, 1957, 17, 264-280, 
and The use of projective tests in vocational guidance, Educational and Psychological 
Measurement (to be published, 1957), and are used with the permission of Dr. 


G. Frederic Kuder. 
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psychology of occupations, writes that “No truly comprehensive 
work has been done with personality tests as such in the field of 
occupational psychology" (76, p. 80). Cattell writes that "In spite 
of the enormous attention vouchsafed in the last forty years to the 
psychology of vocational guidance, we still have no figures even 
for the means of occupations with regard to the principal person- 
ality factors” (10, p. 418). 

Roe continues: “It is a matter of common sense observation that 
a very disturbed person will find it difficult to function occupation- 
ally as well as socially. Some problems will clearly affect certain 
types of work more than others. We have very little information 
on this, As extreme examples it is obvious that anyone who suffers 
in the least from claustrophobia should not attempt to be an eleva- 
tor operator, but a compulsive neurotic with a mild phobia about 
dirt might make an excellent cleaning woman” (76, p. 81). 

In the present chapter we shall consider the relation of personal- 
ity and interest tests to the vocational adjustment of the emo- 
tionally disturbed. In the next chapter the general question of the 
ality in the problem of vocational choice will 
be considered. Since projective tests have been widely used with 
the emotionally disturbed, mainly by clinical psychologists, and 
since many claims have been made regarding their value as per- 
sonality indicators, it is of particular interest to examine their use- 
fulness in vocational counseling in general, and the vocational 
counseling of the emotionally disturbed in particular. Our major 
attention will therefore be given to the use of projective tests, pri- 
marily the Rorschach, which is by far the most widely used of the 
projective techniques. 

ECTIVE TESTS IN REHABILITATION COUNSELING 
generally or widely used in vocational 
tman (4) present the results of a survey 


Guidance Centers in 1945-1946. The 
nd the Rorschach were included in 


significance of person: 


PROJ 
Projective tests are not 
counseling. Baker and Pea 
of tests used in 175 Veterans 
Thematic Apperception Test a 
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the more than two hundred tests listed in the questionnaire. None 
of the centers reported that it used the tests “frequently” (once for 
each five or six clients). The TAT was used “often” (once for 
every ten to twenty clients) in two centers, the Rorschach in four. 
Eighteen centers in addition reported they used the TAT “rarely,” 
and twenty-nine reported use of the Rorschach “rarely.” The au- 
thors suggest that “the infrequent use of these instruments un- 
doubtedly arises from their time-consuming and individual nature 
rather than from a lack of appreciation of their value” (p. 99). 
Williams and Kellman give a similar reason for the restricted use 
of the Rorschach in industry (106, p. 546, footnote). Nevertheless 
other time-consuming individual tests (the Wechsler-Bellevue 
Scales and manual or mechanical performance tests) were used 
frequently. Lack of training or experience in administering the tests 
may have had some effect on the frequency of their use. 

In an earlier survey, fifty-one guidance centers listed the names 
of tests that had proved most useful in Various areas, including the 
area of personality (22). Projective tests did not appear among the 
most frequently listed tests. In a later survey of tests used by coun- 
selors in almost three hundred centers, in which a list of 152 tests 
was provided for counselors to check in terms of frequency of use, 
the Rorschach ranked forty-ninth in frequency of mention (8). 

Most recently, Silvania (83) sent a check list of 155 tests, in 
alphabetical order, to 167 counseling centers approved by the 
American Personnel and Guidance Association. Respondents indi- 
cated the frequency of use of each test, or that it was known but 
not available, or unknown. Results were weighted by the case loads 
of the agencies, and rank orders of use obtained. Similar rank or- 
ders were computed from the Baker and Peatman and the Berk- 
shire eż al. studies for comparison. One hundred forty-one counsel- 
ing centers responded. The Rorschach ranked 21, compared to 36 
in the 1947 study and 49 in the 1948 study. The Minnesota Multi- 
phasic Personality Inventory was the most frequently used person- 
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ality test. The Bellak Thematic Apperception Blank ranked 51— 
the TAT was not listed, but was written in by a few centers. 

It is difficult to interpret the results of these studies, at least in 
terms of any trends, since the procedures varied, and there is no 
indication of the purposes or the types of clients for which the 
tests were used. It does appear, however, that projective techniques 
are not used with any great frequency in counseling centers. Mental 
hygiene clinics and mental hospitals undoubtedly use them much 
more frequently. 

In spite of the relative infrequency of the use of projective tech- 
niques in vocational counseling, there appears to be a general ac- 
ceptance of the assumption that they are of value and that it would 
be desirable to use them more frequently. The members of a work- 
shop on the counseling of the emotionally disabled felt that "pro- 
jective tests, with only minor exceptions, should be used in the 
case of the mentally handicapped” (107, p. 25). Kass in another 
Workshop (108), stressing that answers to vocational problems are 
not always found in vocational tests, believes that it is necessary to 
use a battery of clinical tests, including projective tests, to gain an 
understanding of the subtle and dynamic elements of personality. 
out personnel appraisal in general, advocates 
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personality tapped by projective tests bear any significant, useful 
relationships to vocational success. For evaluation of the aspects of 
personality that are significant in vocational adjustment, the obser- 
vations of the counselor, perhaps supplemented by personality in- 
ventories, may be as useful and valid as the complex projective 
techniques, at least in our present state of knowledge of the rele- 
vance of the results of projective tests to occupational adjustment. 
Although trained in the use of projective techniques, the writer 
has seldom used them, or felt the need to use them, for vocational 
counseling purposes in several years of counseling the emotionally 
disturbed. 

What is the evidence for the value of projective tests of per- 
sonality in occupational or vocational psychology? There is no good 
critical review or evaluation of existing studies. Super discussed 
the problem briefly (93) in 1949. Steiner discusses a number of 
studies, but her treatment does not constitute a review (89). Wil 
liams and Kellman (106) discuss the use of the Rorschach tech- 
nique in industrial psychology. Their treatment is not a critical 
evaluation, however, but rather an unsupported eulogy of the 
future promise of the Rorschach in this field. Studies that have 
yielded positive results are accepted as promising, while those 
yielding negative results are criticized for their lack of a holistic 
approach, or, where this is not a justifiable criticism, as in the Kelly 
and Fiske study of clinical psychologists (42), other explanations 
are advanced for the results, 

In spite of the lack of, and the need for, a comprehensive review 
in this field, we shall not attempt one here. However, a number of, 
representative and pertinent studies will be mentioned, as a basis 
for an evaluation of the use of projective techniques, particularly 
the Rorschach, in vocational counseling. 


SCREENING FOR CLINICAL MALADJUSTMENT 


Since the Rorschach is a clinical test, it would be presumed that 
it would be most useful in detecting evidence of severe maladjust- 
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ment. For clinical diagnostic purposes, projective techniques do 
appear to be useful, at least in the hands of a skilled and experi- 
enced psychologist, although their validity has not been unequiv- 
ocally established. It is the suspicion of the writer that much of the 
validity inheres in the use by the examiner of material not unique 
to the projective tests themselves—e.g., the behavior of the subject 
in the test, and the vocabulary and other characteristics of the sub- 
ject's productions. The relative failure of blind analyses suggests 
that much of the validity may inhere in this and other information 
the examiner has about the subject. Another caution is against as- 
suming that responses obtained with abnormal subjects are neces- 
sarily indicative of abnormality. The use of the Rorschach with 
normals is leading us to realize that this assumption, which has 
been generally accepted, is not justified. The literature is becoming 
replete with evidence of severe abnormality as indicated on the 
Rorschach associated with outstanding success in occupational and 
other areas of adjustment. Rorschach enthusiasts usually find it pos- 
sible to rationalize this discrepancy on an 4 posteriori basis. This 
means that an apparently abnormal Rorschach cannot be accepted 
alone as evidence of clinical maladjustment. It must be supported 
with other evidence, from behavior and other tests. 
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We shall not review these studies here, but only mention the one 
most pertinent to our concern. Balinsky (5) used the Multiple 
Choice Rorschach with one hundred applicants to an Employment 
Service office for placement, Adjustment scores on the test were 
compared with employability, or difficulty in placement. The test 
failed to discriminate those difficult to place from those not diffi- 
cult to place in employment, and would thus not appear to be use- 
ful in screening out those who need extra attention in placement. 


GENERAL EDUCATIONAL AND VOCATIONAL ADJUSTMENT 
IN THE NORMAL RANGE 


Munroe developed an inspection method of scoring the Ror- 
schach which she found to be related to academic performance of 
women students at Sarah Lawrence College (56, 57). She found 
different Rorschach patterns in students with L scores higher than 
Q scores, and Q scores higher than L scores, on the A.C.E. Psycho- 
logical Examination. Cronbach (17) repeated this study with 200 
University of Chicago students. The Munroe Check List score of 
first year students correlated only .17 with average grades on com- 
prehensive examinations; the correlations for second to fourth year 
students were close to zero. There was no relation between Ror- 
schach scores and underachievement. Ratings of emotional adjust- 
ment by dormitory heads correlated .31 with Rorschach ratings. 
Cronbach points out that simple paper-and-pencil tests correlate at 
least as high with ratings of adjustment. Sociometric ratings of ad- 
justment correlated .20 with the Rorschach rating. The finding of 
Munroe with the L and Q scores of the A.C.E. was not supported. 
Recognizing the possible differences between the two institutions, 
Cronbach states that "In the sample studied the Group Rorschach, 
objectively scored, failed to predict scholastic success and gave only 
small correlations with criteria of social and emotional adjust- 
ment," and concludes that its use for guidance is not warranted 
(p. 80). McCandless also failed to duplicate Munroe's findings 
with groups of Marine Officer Candidates differing widely in aca- 
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demic achievement but matched for ability (52). Montalto (55) 
found no relationship between the total number of Rorschach signs 
of maladjustment and academic achievement. By eliminating non- 
differentiating signs and reversing the scoring of others she suc- 
ceeded in obtaining a significant correlation. She concludes that 
although achievers possess more signs of adjustment than non- 
achievers, they have a neurotic trend in their personality make-up. 
The pattern of signs related to achievement is, of course, useless 
without cross-validation. Thompson (97) also found a significant 
correlation between thirty-four items from the Group Rorschach, 
selected because they differentiated between extreme groups, and 
college grades, but this was not cross-validated. Wittenborn found 
no relationship between certain Rorschach location and determi- 
nant scores and scholastic achievement, and only slight relation- 


Ships with mental ability (111). 


PREDICTION OF OCCUPATIONAL SUCCESS 

We turn now to studies of the prediction of success in various 
Occupations. Piotrowski states that the vocational psychologist 
wants to know how the client's emotions affect his intellectual 
efficiency, and what his work habits are, and claims that the Ror- 
schach is the most valid measure of such traits. Insofar as person- 
ality traits contribute to vocational success or failure the Rorschach 
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Four “signs” obtained from the Rorschach distinguished between 
forty-five "outstanding" and thirty-three "nonoutstanding" work- 
ers. The signs were selected and developed to yield discrimination 
in the sample studied. The authors criticized mechanical aptitude 
tests for not measuring reserve power, which they claimed the 
Rorschach could predict. 

Anderson (3) applied Piotrowski's signs to thirty-four machin- 
ists judged to be highly efficient and thirty-four judged to be of 
low efficiency. These extreme groups should have offered a favor- 
able opportunity for the signs to operate. There was differentiation 
between the groups by the four signs, but not to the extent Pio- 
trowski found in his sample. Four other more global methods of 
analysis of the Rorschach by Piotrowski did not differentiate the 
groups. The Rorschach signs were not as effective as scores on a 
test of mental alertness and the Bennett Mechanical Comprehen- 
sion Test. 

Cox (16) found a group of nineteen items from the Multiple 
Choice Rorschach which discriminated successful from unsuccess- 
ful sales clerks. He did not cross-validate the results, however. 
Kahn and Singer failed to find any relationship between Rorschach 
Scores and success or failure in school of commerce students (39). 
The Minnesota Multiphasic Personality Inventory Schizophrenic 
scale did differentiate them. The authors state that "Rorschach 
records interpreted individually . . . had a high predictive value, 
as contrasted with the results obtained when records were classified 
into ‘adequate’ or ‘inadequate’ adjustment" (p. 116). They do not 
demonstrate this accomplishment, however, 

Kurtz (46) attempted to predict success as life insurance sales 
managers with the Rorschach. He states that prediction using the 
total test was impractical, so the Rorschachs of forty-two successful 
and thirty-eight unsuccessful managers were compared and thirty- 
two signs found which differentiated the groups. This is as far as 
most studies go. Kurtz, however, applied the results to a new group 
consisting of twenty "poor" and twenty-one "good" managers. The 
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results were negative. Other devices were able to differentiate the 
Broups. 

These results appear to be typical of objective studies. A series 
of studies has failed to find any validity in the Rorschach as a 
predictor of success in such fields as medicine (23), aviation (32, 
36), clinical psychology (42), and teaching (12). 

Rieger, however, reports a correlation of .75 between two ratings 
of thirty applicants, one on a four-point scale (superior through 
reject) based on the Rorschach, and the second based on a selection 
interview, and concludes that, since the interview method had pre- 
viously been shown to be valid, "it can be assumed that the results 
of the Rorschach are also valuable for industrial prediction" (66, 
P. 571). It is difficult to know how much the general impression 
of the administrator affected his rating which was supposedly based 
on the test. + 
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guish between the satisfied on the one hand and the indifferent 
and dissatisfied on the other” (40, p. 29). Compared to a group 
of unselected adults, the clerical workers manifested a significantly 
higher score on one item of maladjustment, the FM (animal ac- 
tion) score, and the ratio of FM to M (human action) scores was 
greater for the routine clerks. 


USE WITH DISABLED CLIENTS 


Referring to physically handicapped clients, Levi states that the 
Rorschach "has been found to be of great importance in helping 
us to understand the types of personality to be dealt with and in 
estimating the degree of rehabilitation to be expected from the 
patient" (49, p. 13). "The Rorschach record helps in vocational 
guidance in two ways. An analysis of the thinking process suggests 
whether the individual does better in practical and ‘concrete sit- 
uations than in abstract and theoretical situations. In addition it 
points to the drive and ambition of the individual" (p. 15). No 
research in support of this is given, It apparently refers to two of 
the traits purportedly measured by the Rorschach. 

Levi does report on a study of the Rorschachs of one hundred 
physically disabled patients, He presents two "patterns" related to 
success in rehabilitation, Patients giving from 60 to 100 percent 
anatomy responses "Without exception . . . presented varying 
degrees of difficulty in relation to rehabilitation. None of them 
approached the maximum of their physical potential as measured 
by muscle strength tests. Some remained a year or more making 
only a minimum of progress" (48, p. 240). The Rorschach records 
of a group of patients showing maximum progress in rehabilita- 
tion were examined. While showing various personality structures, 
some normal, a subgroup "presented a definite neurotic pattern in 
which the outstanding features were a high degree of superego 
and excessive guilt feelings" (p. 241). Levi admits that this pat- 
tern is not as objective as the first, and has not been statistically 
validated. The first pattern—a majority of responses being anatomy 
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—probably indicates a psychosomatic condition, representing an 
overevaluation of and fixation upon real or imagined physical 
symptoms or conditions. In the experience of the writer these cli- 
ents are exceedingly difficult to counsel, They are not, as Levi 
points out, interested in rehabilitation. But it is probably not nec- 
essary to administer a Rorschach to detect them—most of them are 
easily recognized by the experienced counselor. The MMPI is usu- 
ally high on the Hs scale in these cases (33). The neurotic pattern, 
related to success, contradicts the general experience that psycho- 
neurotics show a lower percentage of success in rehabilitation than 
do most of the physical disability groups. The cases cited by Levi 
suggest that youth, drive, and intelligence characterize this group. 
It appears that the so-called neurotic pattern is a function of these 
characteristics, which are known to be related to success and are 
easily detected by other means than the Rorschach. Levi (48) also 
studied fourteen hemiplegias divided into those able to adjust to 
their disability and those not able to do so. The poorly adjusting 
patients were characterized as “rigid” (high W, poor form) or 
passive-dependent; the adjusted patients were "more flexible." 
Probably these characteristics could be recognized without the 
Rorschach. 

Kavkewitz (41) used the Rorschach in an elaborate study of 
forty schizophrenic veterans, twenty of whom were considered suc- 
cessful and twenty unsuccessful six months after initiating a train- 
ing program. Out of scores of Rorschach variables, twenty-one 
were able to differentiate the groups at the .05 level. He writes 
pages of elaborate interpretations of the personality differences be- 
tween the successful and unsuccessful veterans on the basis of the 
Rorschach. Summed up, he states that the successful schizophrenic 
was characterized as making a more practical, socialized adaptation 
to reality. But when the differentiating variables were cross-vali- 
dated on ten new cases, the results were negative, though Kavke- 
witz states that they were "in the direction of statistical significance’ 
(p. 278) and implies that his elaborate description of the person- 
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ality characteristics of the successful and unsuccessful is therefore 
justified. 

Neff (58) compared the Rorschachs of fifteen subjects with 
various disabilities who were deemed to be employable after eight 
weeks of workshop experience with those of seventeen subjects 
who were not judged to be employable. They did not differ in a 
Rorschach maladjustment score before training. However, they did 
differ in the score obtained from Rorschachs given at the end of 
the training. Those who were employable improved in their adjust- 
ment score, although no basic qualitative differences appeared in 
the tests given before and at the end of the period. The improve- 
ment seemed to consist of improved ego control and reduced anx- 
iety. Neff interprets this to mean that a successful work experience, 
while not changing the basic personality structure, strengthens the 
ego and reduces anxiety. 

Sloan (84) compared the Rorschachs of two groups of mental 
defectives, matched for age, intelligence, and length of institution- 
alization. One group of fifteen was successful in “wage placement,” 
having averaged forty months on the job after release; those in the 
matched group were returned to the institution after an average 
of less than one month. No differences in Rorschach scores were 
found. Sloan suggests that since both groups were selected for 
placement, they may have been too similar to expect differences on 
the Rorschach. Nevertheless they were greatly different in their 
ability to remain out of the institution. Salomon (79) compared 
thirty mental defectives who were successful in extramural living 
with twenty-two who were unsuccessful. Of five Rorschach scores 
used, one (H, or human content responses) differentiated the two 
groups significantly, the successful giving more such responses. 
Such a result on a small group needs cross-validation. 


THE RORSCHACH AND OCCUPATIONAL DIFFERENCES 


We shall now turn to a consideration of discrimination among 
occupations, to what Piotrowski terms the specific use of the Ror- 
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schach in vocational counseling (62). Piotrowski presents cases 
that indicate the possibility of drawing specific vocational implica- 
tions from Rorschach data, including illustrations from Rorschach’s 
own work and that of Zulliger. In addition to the fact that there 
is no controlled experiment involved, there is a question as to 
whether the Rorschach was necessary in these instances. For ex- 
ample, in a case of Zulliger’s, a boy whose father wanted him to 
enter medicine or law was examined with the Rorschach. The con- 
clusion was drawn that the boy had mechanical interests and abili- 
ties, and it was recommended to the father that the boy be allowed 
to follow this line. This he did successfully. The boy himself, how- 
ever, did not want to enter law or medicine, and knew clearly what 
he wanted to do; the Rorschach was unnecessary in this case, as 
Kaback has pointed out (37). i 

The superfluousness of the Rorschach is illustrated in a case 
Presented by Levi (49), which is similar to the one of Zulliger 
reported by Piotrowski. A twenty-six-year-old girl with cerebral 
Palsy affecting her legs, though she could walk with a cane, was 
counseled. Tests showed good mechanical ability, and on the basis 
of this and her previous experience the counselor recommended 
Sewing. She continued to be depressed, anxious, and apathetic, 
however. A Rorschach test indicated intellectual emman, and a 
desire to work with people rather than at home. “When this e 
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cians, businessmen, doctors, and others (pp. 62-65, 122, passim). 
He writes that “20-30 per cent animal answers are observed in 
protocols of imaginative subjects, artists, persons who turn away 
from reality to a greater or lesser extent. . . . Subjects in the prac- 
tical occupations almost always have a high percentage of animal 
answers" (p. 62). "The average tradesman does not produce as 
many good original answers as does the educated subject, or, par- 
ticularly, the artist" (p. 63). 

Experimental studies, however, have in general failed to find 
specific relationships between the Rorschach and various occupa- 
tions that could be used in vocational guidance. Kaback (38) stud- 
ied pharmacists and accountants, and students preparing for these 
professions, with the Rorschach Group Method. Significant differ- 
ences on some of the twenty-four Rorschach scores were found. 
Students also differed from those engaged in the profession on 
some components, however. Kaback concludes that “The results of 
this investigation fail to show that any Pharmacy or Accountancy 
personality type exists, Each profession appears to attract persons 
with varying degrees of emotional stability, introversiveness, ex- 
trotensiveness, intellectual level, etc." (pp. 81-82). "No clearcut 
personality traits were found to be common to the students prepar- 
ing for one profession or the other" (p. 82). The largest differ- 
ences occurred between components indicative of intelligence, and 
as Kaback states, "If a personnel officer wishes only to measure the 
intellectual level of applicants he might use a simpler, less involved 
test of intelligence" (p. 82). 

Harrower and Cox (34) report some differences, which appear 
to be logical, among small groups of organists, metallurgists, com- 
mercial artists, engineers, clergymen, social workers, and insurance 
salesmen. Many of the differences are related to intellectual level, 
however. Rieger (67) gave the Rorschach to applicants for jobs as 
engineers, technical salesmen, supervisors and foremen, adminis- 
trators, clerical workers, personnel workers, merchandising trainees 
(N's from 24 to 64) and twenty-two miscellaneous applicants, 


Personality and Interest Tests 271 


who had already been screened for obvious unfitness and emotional 
instability. Comparison of a large number of Rorschach scoring 
components failed to differentiate the groups sufficiently to use 
them in practice. Those scores that did differentiate some of the 
groups (administrators from foremen, for example), appear to be 
indicators of intellectual level. Engineers seemed to show less in- 
terest in people (low H percent or human content), which appears 
to be reasonable. The author suggests that low reliability of the 
test scores may cover up actual differences. She further suggests 
that since it is likely that a person’s occupation is almost a matter 
of chance, no occupation would consist of people with similar per- 
sonalities, so that differences may not actually exist between occu- 
pations. 

Steiner (90) reports the results of Rorschachs administered to 
thirty female clerks, thirty engineers, fifty-seven sales engineers, 
twenty supervisors, thirty-one copy writers, and ten artists. They 
appear to be characterized in common by high W percent, suggest- 
ing superior intelligence, except in the case of the female clerks. 
Here successful clerks gave higher percentages of detail responses, 
while the unsuccessful showed higher W percent, mainly vague 
whole responses. The artists gave very productive records with 
many M (human movement) responses. This agrees with Ror- 
schach's comments, and with the concept of M as representing cre- 
ativity, and with the findings of Prados (64). However, Roe (69, 
70), while agreeing with Prados in finding evidence of above 
average intelligence, including high W percent, found her twenty 
leading American painters to be low in M, and with no common 
personality pattern. The Rorschachs were submitted to a Rorschach 
expert for blind analysis. The interpretation for one suggested that 
the subject could be a successful painter; for one painting was sug- 
tion since it was considered to be impossible for 
tion. For five creative ability 
t it was judged to be ab- 
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presumed absent to any great degree. In the case of the two for 
whom ability in painting was recognized, the records had obvious 
art references which could not be deleted. Roe writes that appar- 
ently either "creative ability may exist without being shown on the 
Rorschach," or "one may be a successful artist in our society with- 
out having creative ability" (69, p. 89). The Thematic Appercep- 
tion Tests were as heterogeneous as the Rorschachs in expressions 
of creativity. 

Andersen and Munroe (2) compared the Inspection Rorschach 
Method scores of the Group Rorschachs of twenty creative art stu- 
dents, twenty students in composition and design, and forty lib- 
eral arts students. No differences were found between the two art 
groups. Some differences were found between each of the art 
groups and the liberal arts students, but they were small, and were 
based on insufficient numbers to accept without further study. Qual- 
itative differences between the art groups were claimed—but these 
are in the nature of a posteriori findings with the probable influ- 
ence of known or supposed differences between the groups. The 
students were not similar to Roe's artists. 

Probably the most extensive studies of the personality of men 
in various occupations are those of Roe (68, 69, 70, 71, 72, 73, 
75). The range of occupations is limited, including paleontologists, 
biologists, physical scientists, and social scientists (psychologists 
and anthropologists), in addition to painters, about twenty in each 
group. All except the first group were given other tests in addition 
to the Rorschach. Her major finding was that there was a wide 
range of personality in each group as reflected in the projective 
tests. In general, all showed evidence of superior intelligence. All 
scientific occupations also seemed to have in common some lack 
of aggressiveness, and inadequacy in social relationships, with de- 
layed heterosexual development. Some differences among the oc- 
cupations were found, but they are not great enough or specific 
enough, in view of the heterogeneity within the groups, to be use- 
ful in counseling. Perhaps the strong intellectual and emotional 
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drive present in all groups may be something for the counselor to 
look for, but presumably this can be estimated without the Ror- 
schach. Moreover, the lack of this in some records leads Roe to 
write that “the absence in the protocol of any indications of ca- 
pacity for high achievement does not mean necessarily lack of 
Capacity” (73, p. 221). 

The studies reviewed here would be—and have been—subject 
to criticism by Rorschach enthusiasts. The Group and Multiple 
Choice Rorschach techniques are criticized. But not all the studies 
used these techniques. The failure to use a "holistic" approach has 
been criticized. Yet some of the studies have used this approach. 
The failure to use other tests and data about the subjects is sug- 
gested as a reason for lack of positive results. Other tests are eval- 
uated without this support, however. Criteria have been criticized, 
yet other tests have predicted the same criteria. And where the 
“holistic” approach is used, usually in clinical or case studies, there 
is no control that allows the separating of the contribution of the 
Rorschach apart from the other data. Winch (110) shows that the 
TAT added nothing significant to an interview. In many cases it 
appears to the writer that the Rorschach itself contributed little or 
nothing. Besides the influence of observation of the client in the 
test situation, even in blind analysis the vocabulary and content 
give clues that lead to spurious validation. This was the case in 
Roe's study of painters, and Eron (23) also gives an illustration. 
His judges were able to sort the protocols of medical and divinity 
students with better than chance results. The judges reported that 
they used content rather than basic personality structure, using 
medical and religious terminology and concepts. The judges were 
unable to discriminate between the protocols of successful and un- 
successful students. The "holistic" use of the Rorschach also allows 
for the use of generalized statements, stereotypes, etc., which give 
a false validity (26, 60, 86). " 

The study of Kelly and Fiske (42) also used the "holistic" 
method, with negative results. When all other criticisms fail, the 
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qualifications of the investigator as a competent Rorschach special- 
ist are questioned, as Williams and Kellman (106) do in discuss- 
ing the Kelly and Fiske study. 

Symonds, evaluating the predictive ability of projective tech- 
niques, concludes that ". . . The capacity of projective techniques 
to predict is still unknown" (94, p. 518). He suggests that a "ma- 
jor difficulty in the use of projective techniques for purposes of 
prediction is that the personality variables for successful perform- 
ance in many practical situations are unknown. The test interpreter 
simply does not know what to predict" (p. 516). This is no doubt 
true—we do not know how the various occupations differ in terms 
of personality requirements. Williams and Kellman also voice this 
problem (106). Steiner also writes that "There is a great need for 
thorough job specifications in terms of personality traits and a 
more intelligent understanding of what constitutes good occupa- 
tional adjustment. . . . When specific personality traits have been 
identified as playing an important role in job success, the Rorschach 
Test—as well as other projective techniques—can contribute much 
to the over-all evaluation of a candidate for a job, especially on 
the higher echelons" (90, pp. 342-343). Yet empirical studies re- 
lating various Rorschach components to various jobs have turned 
up little in the way of significant findings. If there are differences 
among occupations, and if the Rorschach is a reliable and valid 
measure of traits that differ among occupations, then we would 
expect more positive findings. The Rorschach must be compared 
with other tests against the same type of criteria. Of studies of 
some thirty occupations, and ten training areas, the results of the 
majority are negative, or, if positive, were not cross-validated. 
Other tests have shown some results against such criteria as we 
now have. 

The generally negative results of attempts to differentiate among 
occupations by means of projective techniques suggest two possi- 
bilities. First, occupations may not differ greatly in the personality 
required by the nature of the work, or possessed by its practitioners 
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(as Rieger suggests). Or, there may be differences, but the pro- 
jective techniques do not measure, or measure reliably, the pertinent 
characteristics. The first possibility does not appear to be reason- 
able. While there are groups of occupations—the sciences, for ex- 
ample—which may require similar personalities, there are no doubt 
differences among other occupations and among groups of occupa- 
tions, The trend toward small positive results in some of the stud- 
ies suggests also that there are differences, small in some cases 
perhaps, but detectable nevertheless, which might be more accu- 
rately measured by more reliable and valid instruments. The greater 
and more obvious differences, as has been suggested above, may 
not require tests for their detection. Finally, other personality tests 
have shown some differences among occupations. 

The comment of Roe concerning creative ability in painters 
seems appropriately applied to other characteristics of other occu- 
pational groups: “No one is justified in counseling any subject 
against pursuit of a creative profession on the ground that his 
Rorschach does not show creative ability” (69, p. 89). Projective 
tests probably have their major value in vocational rehabilitation 
as aids in evaluating general personality adjustment in terms of 
feasibility for rehabilitation or need for psychiatric examination or 
treatment. This appears to be the main value as found by Levine 
(50) in an analysis of their use in a vocational guidance service. 
They will, therefore, be of use in a minority of cases, and as sug- 
gested above, must be used with care and never alone. It does not 
then appear that rehabilitation counselors, even of the emotionally 
disturbed, need necessarily be skilled in the use of such techniques. 
Much of what these techniques do yield of a clinical nature may 
be obtained by a well-trained counselor in the interview, or by the 
use of more easily administered and scored tests. This is not to say 
that projective techniques are of no potential value. The behavior 
of a subject in the Rorschach test is meaningful, just as any behav- 
tuation is meaningful. But as yet it does not appear that 
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and in other projective situations, is clear. Perhaps the sample is 
too brief to be a reliable, or valid, indicator of basic personality 
variables; perhaps we are expecting too much from too little. At 
any rate, in their present stage of development, projective tech- 
niques appear to offer little to vocational rehabilitation counselors. 

Roe’s caution should be heeded by anyone using the Rorschach 
as a basis for decision or action regarding "normal subjects": “The 
greatest care must be taken in interpretation from the Rorschach 
to probable behavior. . . . In such records as I have collected one 
is impressed repeatedly with the fact that the Rorschach may not 
give any hint of the actual life performance of the. subject. It may 
indicate the presence of severe problems, and it must be said in 
justice to the Rorschach that the reality of these can usually be 
determined, but it very likely will give no indication of the fact 
that the subject has managed to cope very effectively with the prob- 
lem. Knowing that he has coped, one may be able to tease out 
some information as to how he has done it, but even this is not 
always possible” (74, p. 264). 

In an institute for vocational rehabilitation counselors held at 
Columbia University (109), Super is reported to have expressed 
skepticism about the use of the Rorschach in vocational counseling, 
stating that although strong claims had been made for it, he had 
found no objective evidence for its validity in this field. The pres- 
ent review fails to turn up any convincing evidence of its validity. 


OTHER PERSONALITY TESTS AND VOCATIONAL COUNSELING 


There are a number of studies of various occupational groups 
with other personality tests or inventories. Many of these studies 
have been concerned with their use in selection, that is, the predic- 
tion of general job adjustment. Ghiselli and Barthol (31) have 
brought together the results of these latter studies. They examined 
113 studies in which the criterion was some index of job profi- 
ciency, and averaged the validity coefficients for those traits that 
appeared to be relevant for the particular job studied. The 
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weighted mean coefficients for eight different occupational groups 
varied from .14 to .36, with a mean of .25. Personality inventories 
appeared to be of most value in selecting salesmen and sales clerks, 
and of some value with skilled workers and clerical workers. 

A number of studies have indicated that several commonly used 
personality inventories are able to some extent to identify work- 
ers who have difficulty on the job because of personality factors. 
Recently a work attitude scale has been developed from the Minne- 
sota Multiphasic Personality Inventory, which differentiated be- 
tween a group of Air Force personnel classified as having a "poor 
work attitude” and a group of industrial employees designated as 
having “good work attitudes.” It also differentiated between sim- 
ilarly designated groups of college freshmen and sophomores (96, 
100), 

Other studies have found some differences among occupational 
Broups on various personality inventories. Super (93, Chap. 19) 
reviews studies of the use of various personality tests in vocational 
counseling. We shall therefore mention only a few here to indicate 
the general nature of the results. Those selected deal with the Min- 
nesota Multiphasic Personality Inventory, which has practically 
superseded other personality inventories in general use, although 
it was not designed to measure personality traits as such. 

Harmon and Wiener (33) express the opinion that the Minne- 
sota Multiphasic Personality Inventory is useful in assessing per- 
Sonality characteristics important in the choice of an occupation, 
and give illustrative cases. Verniaud (103) found differences 
among female clerical workers, department store saleswomen, and 
female optical factory workers on the MMPI. Lewis (51) found 
a group of fifty life insurance salesmen to differ from the norm 
Broup on several scales of the MMPI, and also found a group of 
fifty social workers to differ from the norm on several MMPI 
scales, Daniels and Hunter (18) studied 893 veterans counseled 
into ninety-seven different occupations. The F test indicated that 
there were significant differences in four MMPI scores among the 
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occupational groups. Occupations consisting of work with people 
tended to yield high Masculinity-Femininity scores; authors, editors, 
reporters, and athletic coaches scored higher on the Psychopathic 
Deviate scale; draftsmen and others in “isolating” occupations 
were higher on the Schizophrenic scale; radio announcers, lawyers, 
and scientists tend to score high on the Manic scale. These results, 
while tentative and relative, do suggest the presence of actual dif- 
ferences among occupations. Wiener and Simon (105) compared 
thirty-six embalmer trainees with one hundred unselected trainees, 
and found the greatest difference on the Hypochondriosis scale, 
suggesting the association of overconcern with personal health 
and interest in embalming. Spaggia (87) compared fifty art stu- 
dents with fifty non-art subjects randomly selected and matched 
with the students for age and intelligence, using the MMPI. The 
art students were significantly higher on the Psychopathic Deviate, 
Paranoid, Schizophrenic, Manic, and Mf scales at the .01 level, 
and on the Depressive and Psychasthenia scales at the .05 level. 

Chyatte (11) compared fifty professional actors with fifty non- 
actors matched for age and intelligence, and found the actors sig- 
nificantly higher on the Pd, Mf, Pa, Ma (.01 level) and Sc (.05 
level) scales, and lower on the Hs scale (.05 level). 

The MMPI scales supposedly represent clinical characteristics 
rather than personality traits or factors, although scales represent- 
ing personality traits have been developed using the same items. 
It might be expected that inventories measuring such traits would 
show more significant and differential relationships to various occu- 
pations. A number of studies using the Bernreuter Personality In- 
ventory and similar inventories have shown some relationships to 
certain occupations. Several of the newer personality inventories, 
such as those of Guilford and Cattell, which measure a number of 
traits or factors, should be applied to different occupational groups 
to determine whether there are significant differences in personality 
patterns among the occupations. The relatively new technique of 
multiple discriminatory analysis would be applicable to this prob- 
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lem, and has already been applied in a few studies of occupational 
aptitudes and interests. 

The summary by Super, written in 1949, still reflects the status 
of the knowledge about the relationship of personality factors to 
Occupational success. He writes that “Our current knowledge of 
the role of personality in education and in work is impressionistic 
or, when quantitative, superficial. It has been shown by surveys of 
employment records, for example, that personality problems are 
the most common cause of discharge from employment. . . . Ob- 
servation led to the suggestion that some people considering engag- 
ing in social work are motivated by an unconscious desire to solve 
their own problems rather than to help solve those of others. But 
none of these studies have yielded data which would enable one 
either to measure the extent and nature of the characteristics in- 
volved, or to predict their interference or non-interference with 
success. The conviction of their importance is strong and nearly 
universal, but the evidence is virtually lacking and the means of 
measuring the characteristics are sadly defective” (93, p. 483). 


THE INTERESTS OF THE EMOTIONALLY DISTURBED 


Interests are, as we shall see, related to personality. Indeed, they 
may be considered as an aspect of personality. Interests are an ex- 
Pression of values, and values are a significant part of personality. 
Vocational interests have received especial attention, and a number 
of tests and inventories have been developed to assess them. Some 
tests, such as the Allport-Vernon-Lindzey Scale of Values, are both 
measures of general interests and personality values. Attempts have 
been made to measure personality traits with vocational interest 
inventory items (99) with some success. 

The use of interest tests with the emotionally disturbed must be 
Biven specific attention because of evidence which indicates that 
such tests are affected by the emotional disturbance. This would 
no doubt be expected in view of the fact that the disturbance is 
one of the personality. 
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Clinical experience indicates that the emotionally disturbed ex- 
press interests in certain occupations and fields of work more fre- 
quently than normal individuals. The fact that these interests are 
in areas that require a high degree of special abilities or talents 
for success raises the question of the appropriateness of these inter- 
ests in terms of the client's abilities. Some of these occupations or 
fields require skill in interpersonal relationships, which would 
appear to be one of the areas of deficiency in the emotionally dis- 
turbed. It would therefore appear that the occupational or voca- 
tional interests of the emotionally disturbed are more frequently 
apt to be inappropriate—or not vocationally significant—than in 
the case of the nonemotionally disturbed client. 

If this is so, then the counselor should be aware of it, and take 
it into consideration in his evaluation of the client's interests as a 
factor in vocational choice. 

Is there evidence to support clinical experience in this regard? 
If there is, are there differences among various categories of emo- 
tional disturbance? Do the interests of psychoneurotics as well as 
psychotics tend to be unrealistic or vocationally impractical? There 
have accumulated considerable data on this problem, which have 
not yet been brought together. Some of it is in unpublished disser- 
tations and thus not generally known to counselors. It is our pur- 
pose here to summarize the major studies in this arca. 


STUDIES OF "NORMAL" SUBJECTS 


There has been considerable work on the relationship between 
interest and personality tests and inventories, springing from the 
general hypothesis that interests are an aspect of personality (e.g. 
6, 13, 14, 19, 20, 28, 92, 98, 101). Some find no relationship be- 
tween the two types of tests, Tyler (101 ), for example, stating 
that "Scores indicating neurotic tendencies show no appreciable 
relationship to any kind of interest scores.” The results appear to 
depend on the instruments used and the subjects tested, however, 
particularly in terms of the range of interests and personality vari- 
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ables. Darley reports that ". . . Men with primary interest patterns 
in the technical occupations [on the Strong] . . . are characterized 
by somewhat greater feelings of inferiority than men with primary 
interests in business contact or social contact jobs . . . seem to 
have markedly poorer social adjustments, fewer social preferences, 
and more limited social skills than men in nearly all other primary 
interest groups . . . [but] they show a tendency for consistently 
better home, health, and emotional adjustments [on the Bell]" 
(19, pp. 470-472). Klugman (43) found that individuals with 
Scores above the 50th percentile on the Kuder Scientific scale were 
better adjusted than those with such scores on the Artistic, Me- 
chanical, Social Service, and Musical scales in terms of the Bell 
total adjustment score. 

Most studies show low relationships, such as Cottle found be- 
tween the MMPI and the Bell on the one hand and the Kuder and 
the Strong on the other (13, 14). The Literary and Musical scales 
on the Kuder were found to correlate positively with the MMPI 
Mf score, while the Mechanical and Scientific scales correlated neg- 
atively with Mf score. The Musical scale also correlated positively 
with the Pa and Pd scales, and the Artistic scale correlated pos- 
itively with the MMPI Ma and Pt scales. The Strong Group I 
(professional), Group V (social welfare) and Group X (author- 
journalist) scores also showed low positive correlations with the 
MMPI Mf scale. The correlations between the interest and per- 
Sonality scores were not great enough, however, to result, in a 
factor analysis, in the emergence of any factor common to both 
types of tests (14). Two factors were common to the two person- 
ality tests, and five common to the two interest tests. However, one 
factor, a "social welfare" factor, found in the interest tests, did 
have the Bell social adjustment score among those with significant 
loadings. 

Several other studies have shown some relationship between 
Kuder scales and adjustment as measured by the MMPI. Triggs, 
in a paper read to the American Psychological Association (98) 
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reported that better personality adjustment was characteristic of 
students with Mechanical, Computational, Scientific, and Social 
Service interests, compared to students with Musical and Clerical 
interests. Only thirty-five university students were studied, however. 

Leton (47) selected five groups of nondisabled veterans scoring 
above the 84th percentile on the Mechanical, Persuasive, Artistic, 
Social Service, and Clerical scales, in each case with all other scores 
below the 84th percentile. The numbers in each group are not 
given, but apparently they varied: Each group was compared with 
a control group on MMPI scores. The Mechanical interest group 
was significantly lower on the Mf scale (less effeminate) than 
the control group. The Artistic interest group scored significantly 
higher on the Hs and Pt scales on the MMPI. The Persuasive in- 
terest group was significantly higher on the Pd and Ma scales. The 
Social Service interest group was significantly higher on Hs, Hy, 
Pd, Pt, and Sc, and the Clerical interest group was significantly 
higher on Hs, D, and Pd. 

Newman (59) divided 141 tuberculosis patients into two groups 
in terms of ratings of psychological adjustment. He found that the 
poorer adjusted group tended more frequently to score high on the 
Kuder Social Service and Musical scales, and low on the Clerical 
and Computational scales. 

Feather (24) compared groups of "normal" and “maladjusted” 
students on the Kuder. Maladjustment was defined as having a T 
score of 70 or over on the MMPI. The normal group had signifi- 
cantly more individuals with high scores on the Mechanical and 
Scientific scales, while the maladjusted group had significantly 
more individuals with high scores on the Musical, Literary, and 
Artistic scales. 

Melton (53), using the California Test of Personality, the Lee- 
Thorpe Occupational Interest Inventory, and the Vocational Inter- 
est Analyses found low correlations between personality scores and 
interest scores in a group of high school seniors. Individuals in- 
terested in the Personal-Social and the Arts fields were the best 
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adjusted according to the personality test scores, while those inter- 
ested in the Mechanical field were the poorest adjusted. 

Sternberg (91) correlated Kuder and MMPI scores obtained 
from a group of 270 male college students. Of sixteen significant 
positive correlations, all but one involved the Kuder Literary, Ar- 
tistic, and Musical scales (the one exception was the correlation 
between the Persuasive scale and the Ma scale on the MMPI). 
None of these scales showed a significant negative relationship 
with the MMPI. Of seventeen significant negative correlations, all 
but two involved the Kuder Mechanical, Scientific, and Computa- 
tional scales. None of the correlations of the Social Service scale 
was significant. 

There seems to be considerable agreement in the finding that 
individuals with artistic, musical, and literary interests tend to be 
more maladjusted than those with scientific or mechanical interests. 
Yet Melton did not find this to be so in his study, and he remarks 
on this discrepancy. The clue to this apparent disagreement is per- 
haps to be found in Darley's study (19). He found that individ- 
uals with technical interests, while showing better home, health, 
and emotional adjustment on the Bell, were inferior to men with 
business contact interests in social adjustment. Berdie also (6) 
found that interests in engineering and the skilled trades were asso- 
ciated with low social adjustment scores on the Minnesota Per- 
sonality Scale, while interest in social welfare was associated with 
higher social adjustment scores. A personality or adjustment scale 
that measures social adjustment—or sociability—or which has 
many items in this area, will apparently correlate negatively with 
technical interests and positively with interests in literature and the 
arts, and also positively with social welfare interests. 

The adjustment of individuals with social welfare interests seems 
to vary among different studies. In some studies, such as those of 
Triggs and Melton, persons with social service interests were in 
the better adjusted group. Berdie also, in the study referred to 
above, found interest in social welfare to be positively associated 
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with emotional as well as social adjustment. Darley and Hagenah 
report that college students with primary interest patterns (on the 
Strong) in the social service field showed better social adjustment 
on the Minnesota Personality Scale than did students with primary 
interest patterns in other fields (21, pp. 118-123). They stress the 
consistency of results indicating that those with welfare and busi- 
ness contact interests score high on measures of social adjustment, 
while those with science interests are less likely to have social inter- 
ests and therefore tend to score lower in social adjustment. In 
Sternberg's study, social welfare interest was not associated with 
adjustment as measured by the MMPI. In other studies there are 
indications that social welfare interest is associated with malad- 
justment. The differences are probably in part explainable in terms 
of the nature of the adjustment measure. But also of probable 
significance is the nature of the sample, in terms of differing moti- 
vations toward social service occupations. Those who may be in- 
terested in such work as a result of their own problems should 
appear to be maladjusted on a personality inventory, 

Another type of study of interest to counselors is the relation- 
ship between adjustment and variability or number of interests. 
Helper and McQuitty (35) found that the number of different or 
relatively unrelated interests on the Strong was related to a meas- 
ure of personality integration based on consistency of response to 
Strong items. This is different from the range or number of inter- 
ests in discrete items, which Berdie found to be positively related 
to adjustment (7). Nor is it the same as Klugman’s spread of inter- 
ests, which is the sum of deviations of all the Kuder scores from 
the individual's mean (43), which was not related to Bell total 
adjustment scores. The findings of Helper and McQuitty appear to 
support some clinical impressions of the writer that the presence 
of a number of unrelated or inconsistent interests is related to mal- 
adjustment. 

The statements of Strong and Fowler appear to summarize stud- 
ies on the relation of personality and interests in normal subjects. 
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“Interests as measured today are related somewhat to certain per- 
Sonality factors and attitudes” (92, p. 341). “General agreement 
seems to exist, too, that interest test scores are not a dependable 
basis for conclusions about a client's attitudes and adjustment" 
(29, p. 26). There does, however, appear to be some relationship 
within the normal range between maladjustment and certain types 
of interests. A number of uncontrolled factors enter to suggest cau- 
tion in accepting the results of the studies just reviewed. Age, edu- 
cation, and intelligence were not controlled or investigated in most 
Studies. It is known, for example, that intelligence level is related 
to some MMPI scales; college students tend to have elevated pro- 
files. Such subjects would also be expected to show more interest 
in so-called feminine occupations, such as the arts, and in profes- 
sional occupations such as social service. These interests may be 
valid and vocationally significant in terms of aptitudes and abil- 
ities for these subjects. 


STUDIES WITH CLINICAL SUBJECTS 


Clinical experience indicates that the emotionally disturbed are 
often interested—as judged both by expressed interests and interest 
inventories—in areas and occupations that do not appear to be 
appropriate in terms of aptitudes and personality. Social service 
Occupations generally rank high in interest among the emotionally 
disturbed. An apparently disproportionate number of such clients 
seem to want to become social workers, psychologists, psychiatrists, 
Counselors, or similar professional practitioners. Such interests may 
be understandable in the emotionally disturbed; they may represent 
an attempt to find help for themselves or to help others on the 
basis of their own experience—goals often consciously recognized 
and expressed. Other interests, such as in the arts and literature, 
are not so clearly understood, though they probably represent drives 
and needs toward certain types of work or certain conditions of 
work. While not all these interests are vocationally inappropriate, 
many of them are not vocationally significant. 
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We have seen that within the normal range there appears to be 
some relationship between certain types of interests and personal- 
ity adjustment. A number of studies have indicated likewise that 
those diagnosed as emotionally maladjusted tend more frequently 
to achieve high scores on certain of the scales on the Kuder Prefer- 
ence Record-Vocational. Steinberg (88) compared fifty psycho- 
neurotic veterans with fifty veterans with physical disabilities. The 
psychoneurotics were significantly lower than the physically dis- 
abled on the Mechanical scale (22nd percentile) and higher on 
the Musical (82nd percentile) and Literary (76th percentile) 
scales. They were lower than Kuder’s norm group on the Scientific 
scale (26th percentile), but the Physically disabled group was also 
lower than Kuder's norm group on this scale and the Mechanical 
scale, and higher on the Literary scale. The psychoneurotics were 
not significantly high on the Social Service and Artistic scales, 
however. 

Forer's study (27) supports that of Steinberg in general. A 
group of 400 veterans with various psychosomatic and psychiatric 
disabilities showed a Kuder profile with significantly high scores 
on the Persuasive, Artistic, Literary, Musical, and Social Service 
scales, Subgroup profiles were not given, although it is stated that 
the paranoid schizophrenic group showed the greatest deviation 
from the norms. In another study (28) thirty-six veterans with 
psychiatric diagnoses, twelve having organic or psychosomatic con- 
ditions, were tested before entering a training program, and again 
after having failed or been found infeasible for training. This 
group was significantly high on the Literary scale and significantly 
low on the Mechanical scale on both testings. The Artistic, Musical, 
and Social Service scales were elevated, but not significantly so for 
this small group and the Social Service Score decreased to 50 on 
the second test. The Musical scale rose on the second test, reaching 
significance at the .05 level. The Scientific scale was low though not 
significantly so on the first testing, but dropped lower on the sec- 
ond testing, becoming significant at the .05 level. 
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While Forer's results and clinical experience suggest that psy- 
chotics as well as psychoneurotics tend to score significantly high 
or low on certain of the Kuder scales, Klugman (44) did not find 
this to be so in a sample of psychotics in remission that he studied. 
The selection of patients in remission, although they were still hos- 
pitalized, may account for his results. 

Princenthal (65) studied fifty veterans with a diagnosis of psy- 
chosis (two of whom were manic-depressives, the remainder vari- 
ous types of schizophrenics), fifty diagnosed as psychoneurotics, 
and one hundred with physical disabilities. He compared the num- 
bers in each of these groups having their highest score on each of 
the Kuder scales. The combined neuropsychiatric group more fre- 
quently had their highest score in the so-called “escape group” 
(Artistic, Literary, Musical). However, the psychoneurotic sub- 
Broup did not differ from the nonpsychiatric group, 24 percent as 
compared to 19 percent showing an "escape group" interest as the 
highest. The psychotic group, however, was significantly different 
from the nonneuropsychiatric group, and from the psychoneurotic 
Broup, 58 percent of them showing their highest score in the "es- 
cape group." These results are the opposite of those of Klugman. 
Princenthal's tables indicate that it was the Artistic and Musical 
Scales that distinguished the groups, and not the Literary scale, 
Which was highest for five each in the neuropsychiatric and phys- 
ical disability groups. The neuropsychiatrically disabled also more 
often had the Social Service scale as the highest, in eleven cases as 
compared to seven, which was just about the same as in the case 
of the Musical scale (twelve to seven). Princenthal does not dis- 
cuss this difference or indicate whether it is significant. The phys- 
ically disabled more frequently had their highest score on the 
Scientific, Computational, and Clerical scales. 

Uecker's study (102) in part supports that of Princenthal, al- 
though the analysis was different. He compared fifty hospitalized 
veterans diagnosed as paranoid schizophrenics; fifty veterans diag- 
nosed as psychoneurotic, about two-thirds of whom were receiving 
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out-patient treatment, the remainder being hospitalized; and one 
hundred nondisabled veterans receiving vocational counseling. 
Their ages ranged from twenty-one to forty, and the groups were 
matched for education and intelligence. On the Kuder, the psy- 
chotic group was significantly higher than the normals on the 
Literary and the Clerical scales (.05 level), and higher than the 
psychoneurotics on the Clerical scale (.01 level) and the Compu- 
tational scale (.05 level). The psychoneurotics were higher than 
the normals on the Musical scale (.05 level) and the Literary 
scale, though the latter difference did not quite reach significance. 
Both the psychotic and psychoneurotic groups were lower than the 
normal group on the Mechanical scale (.01 and .05 levels) and 
the Scientific scale (.05 level), and the psychotics were lower than 
the psychoneurotics (.05 level) on the Mechanical scale, Uecker 
considers his results to be rather negative, however, and suggests 
that controlling education and intelligence may have reduced the 
number of significant differences. These variables are perhaps re- 
lated to the "escape" scales, and might affect the results of other 
studies. Uecker's cases were probably more severely disabled than 
those of Princenthal, most of them being hospitalized when studied. 

Gengerelli and Butler (30), in a study devoted to other pur- 
poses, report the rank orders of Kuder scores for three emotionally 
disabled groups (veterans). For fifty paranoid schizophrenics the 
scales were in the following order, from highest to lowest: Lit- 
erary, Musical, Social Service, Artistic, Persuasive, Clerical, Scien- 
tific, Computational, Mechanical. The order for fifty diagnosed 
anxiety reactions was: Persuasive, Social Service, Literary, Musical, 
Artistic, Clerical, Scientific, Mechanical, Computational. A group 
of fifty diagnosed as oral characters differed from the anxiety reac- 
tion group only in reversing the Computational and Mechanical 
Scales. Rank orders for fifty college students and fifty veterans with 
leg injuries are also given. There were no statistically significant 
differences among the rank orders of the three emotionally dis- 
abled groups, but these groups differed from the other two, and 
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the leg injury group also differed from the college students. It is 
interesting that the Mechanical scale ranked first for the leg injury 
group and last for the college students. Literary and Musical were 
second and third for the college students (Scientific first), and 
Artistic ranked second for the leg injury group. 

Weir has studied the responses on the Strong Vocational Inter- 
est Blank of 115 variously diagnosed psychoneurotics and 115 
schizophrenics of the various types, all hospitalized. There were no 
differences among the various psychotic groups, or among the vari- 
ous neurotic groups, and the psychotics and psychoneurotics dif- 
fered significantly only on the Occupational Level Scale, indicating 
that the psychoneurotics had higher levels of aspiration than the 
psychotics. Both groups differed significantly from a control group 
of 115 veterans hospitalized for nonneuropsychiatric conditions, 
however, leading Weir to suggest a general neuropsychiatric or 
mental disturbance interest pattern. This pattern would consist of 
high scores on Groups I, II, and X (including artist, the sciences 
and professions) and low scores on Group III (production man- 
ager). However, there was great heterogeneity within the psychi- 
atric group, leading Weir to state that ". . . The obtained group 
profiles do not have practical significance . . . in the individual 
case" (104, p. 62). An analysis of items with high weights on the 
Occupational scales in these groups suggested that the neuropsychi- 
atric patient shows preference for the creative and artistic profes- 
Sions, for freedom in working out one's own methods of doing 
Work, for developing plans and working for oneself, for giving 
advice rather than taking it, for preferring mental activity to 
physical activity; and that he dislikes detail work, the necessity for 
dealing with people, and the maintenance of well-defined sched- 
ules and responsibilities. This picture is consistent with what might 
be expected on the basis of logic and clinical experience and with 
the picture given by low Kuder Mechanical and high Kuder Mu- 
sical, Artistic, Literary, and Social Service scores. Forer suggests 
that emotionally disturbed persons ". . . appear to dislike routine 
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activities or activities calling for specified duties and compliance to 
standards set by others. They tend to prefer occupations allowing 
freedom for uncontrolled self-expression even though the likeli- 
hood of success is low . . .” (28, p. 364). 

However, Weir found on analysis that the neuropsychiatric 
group did not choose the supposedly abnormal item responses any 
more frequently than did the normals. Their scores, however, 
may have been increased by the choice of similar, though lower 
weighted items. The occupations in the Group Scales that differ- 
entiated the neuropsychiatric patients from the control groups do 
appear to be those that allow the individual artistic, creative, and 
independent occupational activity with a minimum of routine de- 
tail and external control. Along these lines, Sternberg suggests that 
"art, literature, and music could be expected to attract those who 
have a need for feelings of individuality and uniqueness, which 
can best be satisfied in pursuits where opportunities for self-expres- 
sion, active or passive, are greatest. A corollary of the need for 
individuality would seem to be a tendency to chafe under rules, 
regulations, fixed procedures, set standards . . .” (91, pp. 95-96). 
If these conditions are characteristic of the arts and literature— 
and they appear to be—and if the emotionally disturbed are char- 
acterized by the corresponding traits—as appears to be the case— 
then, providing adequate talent is present, such occupations would 
be highly appropriate. Unfortunately, it appears that often the 
requisite talent is not present. The possibility exists of locating 
other occupations that possess some of the desired conditions. In 
Chapter 12 we shall find that there is some evidence that such 
occupations do exist, and that the emotionally disturbed do appear 
to meet with some success in them. 

Results such as these have led to the interpretation of deviant 
scores on the "escape" scales on the Kuder as indications of mal- 
adjustment. Steinberg, who proposes this interpretation, suggests 
that it may be more sensitive than a personality inventory since the 
items are less likely to arouse defensiveness and the answers less 
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subject to suppression and distortion than is the case with person- 
ality inventory items. Forer also agrees with this interpretation, 
even stating that ". . . The sicker the individuals, the higher are 
their social service interests” (28, p. 364). The possibility that in 
particular cases the Kuder scores may reflect a valid interest, and 
One that is supported by the aptitudes and abilities of the client, 
must be considered, however. Forer apparently is aware of this, 
as he also writes that ". . . in general, it seems likely that the 
amount of discrepancy between vocational aspiration and voca- 
tional aptitudes, in either direction, is a measure of the degree of 
personality disorganization” (28, pp. 365-366). Such discrepancy 
is very difficult to measure or evaluate accurately, however. 

The evidence seems to indicate that emotionally disturbed clients 
do appear to present patterns of vocational interests that are dif- 
ferent from those of normal persons in tending to be more unreal- 
istic in terms of aptitude and ability requirements, and in terms of 
more often reflecting interest in talent and personal-social occupa- 
tions. In the one case the choice may be motivated by a desire for 
independent activity, without consideration of the talent require- 
ments, while in the other case the motivation may be that of 
helping themselves, or sometimes of helping others without con- 
Sideration of the personality requirements for such types of work, 
Which may be inconsistent with the frequent withdrawal tendencies 
in the emotionally disturbed. But the counselor must be cautious 
in interpreting interests in the individual case. There are many tal- 
ented and successful artists and musicians who are emotionally 
maladjusted. Neither must we deny all emotionally maladjusted 
people opportunities for entering the social service professions, or 
occupations depending on success in dealing with people. 

We shall not deal with the relationships between interests and 
Occupational success or adjustment here. The few studies involving 
emotionally disturbed clients will be reviewed in Chapter 12. For 
nondisturbed clients this area has been adequately discussed in 
other sources (e.g., 21, 92, 93). 
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One point regarding the use of interest tests perhaps deserves to 
be mentioned because it so often occurs. That is the interpretation 
by the client of interest test results as if they were aptitudes. This 
occurs repeatedly, even when the counselor is careful to point out 
that they are not the same. Rothney and Schmidt (78) make this 
point strongly in their paper discussing the limitations of interest 
tests. Every experienced counselor has no doubt had clients who 
have previously taken interest tests, and interprets them as aptitude 
measures. This perhaps represents the strong need of the client to 
find support for his conscious or expressed interests, leading him 
to suppress or repress the results of aptitude tests that may not 
support his interests. The writer has found this repeatedly in dis- 
turbed clients. In one instance a severely disturbed client persisted 
after several years in a fixed belief that he had mechanical aptitude 
or ability on the basis of the results of the Kuder Preference Rec- 
ord, and apparently nothing could lead him to recognize that this 
was a measure of interest, not aptitude. 


SUMMARY 


The problem of the relationships between personality and occu- 
pational adjustment and success is far from solution. Personality 
is obviously important, even within the relatively normal range. 
But none of our existing tests, either of the so-called objective or 
the projective type, seems to be of much value in helping us to 
resolve this problem. True, there has actually been relatively little 
research concerned with the problem, Some of the newer multiple 


trait tests might show some differential patterns when applied to 
a number of occupations, 


The failure to find clear-cut relationships between personality 


measures and occupations may thus be attributed to inadequate 
tests and insufficient research. Super, however, feels that “The fact 
that some significant differences do exist, and that some personality 
measures do have a degree of clinical validity, suggests that the 
general failure to find personality patterns may be because pef- 
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sonality is not related to occupational choice and success in the 
commonly expected manner” (93, p. 484). He supports this sug- 
gestion by pointing out certain occupations, such as law, in which 
widely divergent personality types may function successfully. Still, 
usually these occupations can be divided into suboccupations for 
study. Such evidence actually indicates that personality 7s impor- 
tant in the types of work that is done within an occupation. Never- 
theless there are wide personality differences among persons in 
most occupations, since personality is only one factor in occupa- 
tional choice and success. The fact that interests, which are an 
aspect of personality, do vary significantly among occupations, in- 
dicates that possibly other aspects of personality, if we could meas- 
ure them, would also vary. This appears to be the basis for Roe's 
statement that "We do not have occupational data based upon an 
adequate theory of the nature and development of personality, but 
we do have strong indications that occupational preferences are 
closely related to different aspects of personality” (76, pp. 99- 
100). We shall discuss personality as it is related to theories of 
vocational choice in Chapter 12. 

In our present situation, personality tests are mainly of value in 
identifying those individuals who might have trouble in any field 
of work. To some extent we can attempt to place such persons in 
work where their personality traits may be a minimum problem, 
or in a few cases where their peculiarities may be an asset rather 
than a handicap. The most common example of the latter is the 
compulsive personality. Tests may also contribute to the determina- 
tion of feasibility for attempting any type of work. 

In view of the emphasis upon projective tests in clinical psycho- 
logical work with emotionally disturbed clients, their possible con- 
tributions to vocational rehabilitation counseling were explored in 
considerable detail. In their present state of development, with 
their present reliabilities and validities, projective tests appear to 
have little to offer specifically to vocational counseling. This may 
not be entirely the fault of the tests; in part at least, it reflects the 
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fact that we know little regarding the differential personality re- 
quirements for various occupations or types of work. Some such 
differences do appear to exist, however. 

We may conclude that while there are no doubt personality 
differences among those engaged in various occupations, they are 
in general not well known. The Rorschach, and other projective 
techniques, apparently are not able to detect these differences suffi- 
ciently well to be of much practical value in counseling, either 
because of the unreliability of the scoring components or lack of 
coverage of appropriate traits, or both. In those cases where the 
Rorschach, or other projective tests, appear to contribute some- 
thing, the contribution seems to be so obvious that a skillful coun- 
selor would obtain the same material in the process of counseling, 
without the need of the time-consuming projective test, or from 
a more easily administered test. 

Interests were considered as an aspect of personality. The rela- 
tionships between occupational interests and other personality meas- 
ures in normal subjects were reviewed prior to a consideration of 
the relationship between interests and personality maladjustment 
in the emotionally disturbed. The emotionally disturbed, both those 
diagnosed as psychoneurotics and as psychotics, appear to manifest 
differences in occupational interests from the normal group. They 
tend to be more frequently interested in talent occupations, or in 
social service types of work. These interests may be inconsistent 
with abilities and aptitudes, and may represent an escape from 
reality or an attempt to find help for themselves in psychology or 
related fields. In these cases Such interests may conceal or over- 
shadow more vocationally significant interests, which must be 
sought by the counselor if he is to help the client find a suitable 
occupation in terms of ability as well as interests. The occupational 
choices of the emotionally disturbed are thus often not realistic 
or healthy. Yet they are often strong, and no interest in a realistic 
occupation may be possible, There is no solution to this problem 
of impractical interests in many cases. The client cannot be forced 
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into an "appropriate" type of work. If he is he is not likely to 
succeed; interest and motivation as well as aptitude and ability are 
important in success. One of the assets to capitalize on in the voca- 
tional rehabilitation of the emotionally disturbed is any evidence 
of interest and motivation that appears. As a psychiatrist colleague 
of the writer once put it, "If they are going to succeed at all, it 
has to be in something they want to do." Perhaps this lack of 
interest and motivation, more than lack of aptitude and ability, is 
the reason for the poorer results (discussed in Chapter 12) in at- 
tempts at rehabilitation of the emotionally disturbed compared 
with the physically disabled. This problem is related to the prob- 
lem of occupational choice, which we shall discuss in the next 
chapter. 
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CHAPTER 11 


Selecting a Vocational Objective 


eee 


We come now to a consideration of vocational objectives suitable 
for the emotionally disturbed. Are there some fields of work that 
are more suited to the emotionally disturbed than are other fields? 
Are there some kinds of work which they are unable to do? We 
must first consider the nature of the vocational limitations imposed 
by the presence of emotional disturbance. Following this we shall 
examine theories of vocational choice to see what they can offer in 
the way of assistance. Although we found in the preceding chapter 
that present tests of personality are of relatively little practical as- 
sistance, it is possible that the broader as 
well as other factors related to Occupational choice, may provide 
us with some information of value. Finally, we shall examine the 
area of the socioeconomic background of the emotionally dis- 
turbed for clues of appropriate occupational choices, In the fol- 
lowing chapter we shall see what empirical research has to offer in 


the way of identification of factors related to the occupational suc- 
cess of the emotionally disturbed. 


pects of personality, as 


VOCATIONAL AND OCCUPATIONAL LIMITATIONS 
OF THE EMOTIONALLY DISTURBED 
The first approach to defining suitable Occupations for the dis- 
abled or handicapped is to define the limitations imposed by the 
disability. It is obvious that a client with the loss of one or more 
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of the extremities is handicapped in certain definite ways. A client 
with heart disease, of a particular type and severity, is limited in 
certain known respects. A client who has had a thoracoplasty as a 
result of tuberculosis has some fairly specific limitations. In most 
of the physical disabilities, rather specific limitations can be deter- 
mined, and these limitations apply rather generally and with rela- 
tively little variation to all persons with the same disability. The 
physical handicap is pretty obvious, usually even to the lay person. 

The case of the emotionally disturbed is different. Their disabil- 
ity is not obvious physically; it is less concrete, less visible, less 
measurable than are the physical disabilities. We have seen in the 
Preceding chapters that it is very difficult to measure objectively 
the effects of the disability on the characteristics that are important 
for Occupational success in various fields. Some of the emotionally 
disturbed are for practical purposes not occupationally handi- 
capped. Of those who are, and who are obviously so, it is often 
difficult to identify specific limitations, to define the nature and 
extent of the handicap, and specify the occupational duties and 
functions that are ruled out. 

The counselor cannot depend on medical personnel to define 
the client’s limitations. In the case of the physically disabled, the 
medical examiner can give an accurate and detailed assessment of 
physical handicaps and limitations, which the counselor can match 
against occupational demands, But for the emotionally disturbed, 
there is often little in the way of specific limitations that the psy- 
chiatrist can give on the basis of an examination—or indeed after 
a considerable period of psychotherapy in many cases. Certainly 
the psychiatric diagnosis offers little in the way of help. As has 
been pointed out in an earlier chapter, even the psychoneurotic- 
Psychotic division is not very helpful to the counselor. There are 
Psychoneurotics who are more occupationally disturbed than some 
Psychotics. Such symptoms as extreme anxiety with psychosomatic 
manifestations, phobias, and compulsions may be more disabling 
than some delusions or hallucinations. There is no common limi- 
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tation for all neuropsychiatric clients, or even for those with the 
same specific diagnosis. Very frequently all that the psychiatrist 
can or will say is that the client should avoid conditions of emo- 
tional stress or strain. But what type of stress or strain? And how 
much tension or stress can be tolerated? Sometimes the examiner 
recommends simple physical labor for the client, perhaps on a tem- 
porary basis. But in many other cases heavy physical labor will be 
prohibited. Repetitive, monotonous work may be prohibited in 
some cases, yet for other clients it may be desirable. A variety of 
activities may strain some clients, but may serve to reduce tension 
in others. Speeded work may act in the same way. In spite of the 
fact that, as was suggested in Chapter 9, speed of psychomotor 
activity is perhaps the function most generally affected in severe 
emotional disorders, the psychoneurotic may be able to func- 
tion normally in this respect and may thrive in a situation where 
he is kept busy. Some clients may not be able to tolerate exacting 
requirements in a job; others, such as compulsive clients, may be 
superior in such work. Some clients may work better by themselves, 
isolated; others may need to work independently, though with 
people around them, while still others may function best in a team 
situation. 

Rennie and Bozeman found that "Vocational limitations im- 
posed by a physical condition were easier to define than were 
limitations imposed by emotional problems" (42, p. 45). Kessler 
writes that “The kind of job best suited to the man with a psycho- 
neurosis can only be described in a general way by saying that it 
should be within the limits of his physical and mental powers. All 
jobs that involve considerable nervous tension, as from speed or 
other pressure, should be avoided. If a man is intelligent, he should 
not be given work fit only for a moron. If he is clumsy, delicate 
work is contraindicated, and if he is a skilled craftsman he should 
not be wasted in unskilled labor. He should be put at work in 
which he has a strong interest; his interest will sustain him through 
fatigue, and even through nervous tension and other hardships. 
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But if he dislikes his job and is bored by it, it will only further 
increase his resentment and cause tension. Fatigue and other minor 
hardships become intolerable” (28, pp. 158-159). 

Bridges writes that "There is no general set of rules that can be 
applied to this group relative to undesirable job factors, with the 
exception of severe nervous tension and sudden loud noises. . . . 
Jobs involving great nervous tension are undesirable at the outset 
and for a variable period of time. Piece work requiring mainte- 
nance of a fast or constant pace may be unsuitable" (7, p. 206). 

These comments are in the nature of obvious platitudes; they 
apply to all individuals, including the physically disabled and the 
nondisabled. All jobs except routine unskilled labor involve some 
nervous tension; any job beyond the worker's abilities places him 
under considerable tension. (It is also true that routine, simple 
work that is considerably below the worker's ability may also be 
a source of tension.) But there are many psychoneurotics who are 
highly successful in jobs where there is a great deal of tension. 
Some seem to flourish in such jobs. Interest in the work, of course, 
is important. The difficulty of determining interest and its strength 
is, however, a problem. And as far as how much tension or strain 
the client can take, and how much tension particular types of work 
would impose, it is necessary that this be determined for the par- 
ticular client. Psychiatric consultants can often help evaluate this. 
Most psychiatrists are not as familiar as are counselors with job 
demands, however. The counselor must therefore request an eval- 
uation in terms of general limitations, not in terms of what jobs 
the client can do (56, pp. 9-10; 57, p. 28). Then the counselor 
must evaluate jobs in terms of these general limitations, and per- 
haps again consult the psychiatrist in terms of the client’s ability 
to meet the demands of specific jobs. 

As we noted in the chapter on feasibility, many severely dis- 
turbed individuals can be and are employed. Woodward and Ren- 
nie (58, p. 25) and Gurvitz (20) cite several cases of actively 
psychotic individuals satisfactorily employed in spite of symptoms 
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affecting their relationships with others, symptoms so severe that 
it would appear that they could not hold a job. There are many 
emotionally disturbed individuals working at jobs that might be 
considered to be unsuitable for those in their condition. It might 
be questioned whether it is desirable for them to continue, whether 
the demands and stress of the work might lead to more severe dis- 
turbance. Yet to all appearances they are adjusting and performing 
satisfactorily, with no evidence of an exacerbation or worsening of 
their condition by the job. Thus the counselor must be careful in 
ruling out any particular kind of work, or job, for a client on the 
basis of his emotional disturbance alone, particularly if the client 
is interested and motivated. Providing he has sufficient ability, he 
might be able to do it! 

There are many people who are able to continue to work satis- 
factorily while unable to adjust in other ways. Their emotional 
maladjustment shows itself in other areas of their lives before it 
affects their work. Indeed, in some cases the job may provide suffi- 
cient satisfactions so that complete breakdown is prevented. Work 
thus can be and is, in many cases, a prophylactic against complete 
disorganization and deterioration. Menninger, writing of psychi- 
atric experience in the war, says: "We were impressed by the fact 
that an individual who had a strong conviction about his job, even 
though his was a definite, unstable personality, might make a re- 
markable achievement against the greatest stress" (35, p. 581). 

The actual limitations of a client in many cases can only be de- 
termined by a trial, or even by several trials, in a trial-and-error 
process. While this may be difficult to do in practice in industry, a 
sheltered workshop would provide the opportunity for such testing 
of limitations. 

The essential point for the counselor is that there is wide varia- 
bility among the emotionally disturbed, even among those with the 
same diagnosis, in their vocational limitations deriving from their 
disability. There is probably no particular job and no type of work 


that can be said to be unsuitable for all neuropsychiatric clients. 
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The limitations of each client must be determined individually, 
without any reliance on general limitations that apply to the group 
as a whole, since there are none (58, Chap. 3). 

The fact that the disability affects the functioning of the indi- 
vidual as a whole to some degree, rather than the functioning of a 
part as in the case of most of the physical disabilities, does mean 
that the limitations, though unique for that client, may have a 
general effect, interfering with his functioning in many types of 
jobs. The range of vocational choice may be greatly restricted in 
this way, and it may require considerable ingenuity on the part of 
the counselor to assist the client in finding a suitable occupational 
choice. With the physically disabled the counselor, knowing the 
rather specific limitations, can work around these, and capitalize 
on the remaining assets of the client. With the emotionally dis- 
turbed, however, the disturbance may affect his functioning so 
Benerally that there is no area of occupational activity that is not 
affected to some extent. On the other hand, in some cases recovery 
from the disturbance may eventually be complete, or almost com- 
plete. The counselor in such cases must consider occupations in 
terms of their likelihood of precipitating a recurrence of the dis- 
turbance. 

Since it is so difficult to define the limitations of the emotionally 
disturbed, perhaps we should pay more attention to their assets, 
and try to capitalize upon these. This leads us to a consideration of 
the bases of occupational choice. Is there a particular type of work 
for which each individual is suited, and in which he will be happy, 
if not highly successful, given a minimum of aptitude and ability? 
And if there is, what are the characteristics of the individual that 
determine the occupation or type of work that is most appropriate? 


THEORIES OF VOCATIONAL CHOICE 
Some would perhaps deny that the individual has any real occu- 


1 This and the following two sections appeared as Theories of vocational choice 
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pational choice, so that a theory of occupational choice would be 
superfluous. In a caste society this may be the case. It is also no 
doubt true that millions in our own society have no effective choice 
in their lifework. It is only recently that the right of an individual 
to a choice in his occupation has been widely recognized and fos- 
tered. Parental occupation or parental desire has been, in many 
cases, and still is an important factor in occupational choice. Socio- 
economic factors, in the form of family ability to provide an edu- 
cation, and the local opportunities available in the occupational 
field have limited occupational choice. In so far as these and other 
uncontrollable or chance factors operate, no theory of vocational 
choice is going to be completely explanatory, or explanatory in 
every case. 

But that there is some opportunity for the selection of one’s 
occupation today is clear. There is also evidence that there has in 
the past been some tendency for people to gravitate toward an 
occupation in terms of personal characteristics. Occupational stere- 
otypes—the typical business man, salesman, scientist, farmer, social 
worker, teacher—suggest that occupations are selective. Roe writes 
that “Although the evidence is not extensive there nevertheless 
seems to be no doubt that some specialized occupations, at least, do 
attract persons who resemble each other in some personality char- 
acteristics. How far this is true of occupations generally we do 
not yet know” (44, p. 80). The preceding chapter offers some evi- 
dence that there are differences in personality among occupations. 
There is, of course, wide variability among those in any occupa- 
tion. Although it may be claimed that the occupation molds the 
personality, one could point out many who conform to the stere- 
otype who have only just entered the occupation. No doubt some 
molding takes place—but the variability, even among those who 
have been in the occupation for a lifetime, suggests that it usually 
is not very great. 


and the emotionally disturbed client, Educational and Psychological Measurement 
(to be published, 1957), and are included with the permission of Dr, G. Frederic 
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If there is opportunity for occupational choice, there is a place 
for theories of occupational selection. And if there are some sim- 
ilarities in personal characteristics among those in particular occu- 
pations, then this suggests that certain personal characteristics have 
a part in determining occupational choice, One might perhaps rea- 
son that different occupations require different personality charac- 
teristics, and that the person chooses the occupation on the basis 
of knowledge of the requirements of the occupation and of his 
own personal characteristics. This is no doubt true to some extent. 
But the personal requirements of many occupations are not well 
known, even to psychologists and counselors, and thus many who 
choose an occupation do so without knowing its requirements. And 
it is no doubt true that the number of people who know their own 
personal characteristics well is small. Vocational counselors cer- 
tainly find it difficult to match clients and occupations in terms of 
personal characteristics. 

Thus most theories of vocational choice are based on the assump- 
tion that while personality factors determine vocational choice, the 
process is largely unconscious. The individual attempts to satisfy 
his basic needs, many of them unconscious, in his occupational life 
as well as in other areas of his life (46, 48, 55). Whether or not 
the individual achieves an occupational adjustment depends upon 
the nature of his needs (whether they are "abnormal" or "nor- 
mal"), and whether the occupational choice is a realistic one in 
terms of the individual's needs, as well as whether he has sufficient 


aptitudes and abilities to perform with a modicum of success in the 


occupation. 1 
Long before psychologists began to be concerned with theories 


of vocational choice the psychoanalysts had developed a theory. 
Because it derived from experiences with the emotionally disturbed 
(although chiefly psychoneurotics rather than psychotics) it should 
be examined to see if it can contribute to our counseling of the 


emotionally disturbed. 
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THE PSYCHOANALYTIC THEORY OF VOCATIONAL CHOICE 


The psychoanalytic theory of vocational choice rests upon the 
basis of the delineation of certain basic character types. These basic 
character types are said to be related to the relative dominance in 
the individual of one of the stages of psychosexual development. 
The individual who is fixated at, regresses to, or because of his 
experiences in one of the stages would presumably under stress 
regress to one of these stages supposedly manifests certain char- 
acter traits associated with the particular stage of development 
where he experienced difficulty. 

Freud first suggested a relation between character and psycho- 
sexual development in his 1908 paper on character and anal ero- 
tism (15). Abraham later contributed to this description, and also 
discussed the influences of the oral and genital stages on character 
formation (1, 2, 3). Jones (27) appears to be the first to stress the 
relation of these character types to occupations, and Brill (8) later 
devoted a chapter to the selection of vocations. 

The anal character has been described most fully, Freud (15) 
listed three traits as pronounced in the anal character: a love of 
orderliness often approaching pedantry, a parsimony often reach- 
ing miserliness, and an obstinacy sometimes developing into defi- 
ance. Other traits associated with the anal character are seriousness 
or even pessimism, conscientiousness, reliability, thoroughness and 
accuracy, and a sensitiveness to encroachments on one’s power or 
prerogative. These are traits that have been felt to be common in 
obsessive-compulsive neurosis. 

These traits would appear to be assets in certain types of work. 
Abraham mentions the enjoyment these people have in indexing, 
registering, and tabulating everything, and in all types of statistics. 
But it appears that the anal character may also take pleasure in 
activities that are the opposite of cleanliness and orderliness, in 
smearing and similar pleasures, so that they may engage in the 
arts such as painting and modeling. 
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The oral character traits are listed as optimism, curiousness, gen- 
erosity, sociability, verbosity. But also the oral character may be 
inactive, dependent, asking, or aggressively demanding, impatient, 
envious, jealous, and hostile, particularly in speech. "In some cases 
they even disdain to undertake a bread-winning occupation” (2, 
p. 400). The oral stage precedes the anal stage in development, so 
that fixation at or regression to this stage would represent more 
severe disturbance than fixation at or regression to the anal stage. 
Paranoia is related in psychoanalytic theory to this stage. The lack 
of interest in work, the desire for, expectation of, and satisfaction 
with being taken care of that appears in many of the severely men- 
tally ill would appear to be consistent with this concept of illness. 

The differences in the oral character are a function of whether 
the earlier (sucking) or later (biting) stage of oral development is 
affected, It is also a function of whether there was overgratifica- 
tion or undergratification of the oral erotism. The former leads to 
optimism and generosity, the latter to demanding and hostility. It 
would appear then that various different occupations would be 
suited to the different characteristics of the oral character. 

Not only do the character traits vary with the stage of develop- 
ment affected and with whether it is the early or late part of the 
stage, but they vary with the manner in which the basic instincts 
expressed in the stage are handled. Some of the drive enters into 
the final organization of mature sexual life; some of it becomes 
sublimated; and some may lead to the development of character 
traits that are reaction formations—or defenses—against the ex- 
pression of the drive. The anal character traits of cleanliness, par- 
simony, orderliness, for example, are reaction formations against 
coprophilia, the direct expression of which is smearing. It thus 
arises that two opposite traits may be attributed to the same source, 
one as a direct expression of, the other as a reaction formation to 
a drive, while another trait may be viewed as a sublimation of the 
drive. "The permanent character-traits are either unchanged per- 
petuations of the original impulses, sublimations of them, or reac- 
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tion formations against them" (15, p. 50). It is this possibility of 
attributing contradictory traits to the same source that exasperates 
many critics of psychoanalysis. On the one hand a meticulous, 
perfectionistic, compulsive bookkeeper may be said to be an exam- 
ple of an anal erotic character, while at the same time an untidy, 
eccentric artist may also be cited as a product of trauma in the anal 
stage of development. Now if we could first know the nature of 
the anal stage, and then predict the later character, this might be 
acceptable. But usually we start at the other end, with the devel- 
oped character, and then are told, often without any objective evi- 
dence but as a consequence of the present condition, that aberration 
in the anal stage is the cause. It is, of course, well known that the 
same behavior can result from different causes, and that the same 
cause can have different effects. Vernon (55) concluded on the 
basis of a study of the relationship between drives and occupational 
choice in a group of young women that different drives can pro- 
duce the same occupational choice in different individuals, and that 
the same or similar drives can result in the choice of very different 
careers. This is probably because other factors also enter into the 
formation of adult personality and occupational choice. Psycho- 
analysis has not considered these other factors. It is necessary, 
therefore, to specify and demonstrate the conditions under which 
one or the other cause or effect operates. This psychoanalysis has 
not done in a convincing, objective, or experimental manner. 

If the nature of the individual's character as formed in psycho- 
sexual development determined the type of work that was best for 
him, then we could accept the individual's expressed desires and 
wishes as the basis for occupational choice, This is what Brill advo- 
cates. "Investigation shows that the normal individual needs no 
advice or suggestion in the selection of a vocation, he usually senses 
best what activity to follow. . . . For it is known that all our ac- 
tions are psychically determined by unconscious motives, that there 
is no psychic activity which does not follow definite paths formed 
in the individual since his childhood, and as work or profession is 
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nothing but a sublimating process in the service of hunger and 
love we may assume that it must also be guided by the individual’s 
unconscious motives" (8, pp. 314-315). Further, "It makes no 
difference whether a man is a financier, preacher, actor, physician, 
cook, or shoemaker, provided he himself has selected this vocation 
and was not forced into it by home environment or social condi- 
tions; he will find his proper outlet in his work and under normal 
conditions he will never become fatigued by it or wearied of it" 
(8, p. 328). 

Besides ignoring the matter of aptitude for an occupation, this 
theory runs into other difficulties. As Abraham states, "In the nor- 
mal formation of character we shall always find derivations from 
all the instinctual sources happily combined with one another" (2, 
P. 405), so that the normal individual might not find it so easy to 
find an affinity for a particular job. It might appear that in the 
abnormal individual, where the character traits appear in the ex- 
treme form, this would not be an objection. Now it is true that 
where the character traits discussed are clearly present, they can be 
of considerable value in occupational choice. But this is the rare 
case, There are few pure, or textbook examples of these character 
traits, Personality is usually more complicated. That is, there are 
few extremes, and many in-betweens. Moreover, even in the ex- 
treme cases, there is no one occupation, and only one, in which the 
individual may achieve satisfaction. Occupations differing widely in 
many ways may provide it. The psychoanalytic theory of vocational 
choice would appear to require a type theory of personality, with 
a relatively few types who would match certain occupations. Such 
a theory does not appear to hold true. The type theory of person- 
ality is no longer widely held or accepted. Nor do psychiatric 
diagnostic groups constitute the homogeneous groups of (type) 
personalities, which was once felt to be the case. 


OTHER THEORIES OF VOCATIONAL CHOICE 


We have considered the psychoanalytic theory of occupational 
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choice in some detail because it would appear to offer some help 
in counseling the emotionally disturbed. Recently other attempts 
to develop a theory of occupational choice have been made. One 
of the most extensive is that of Ginzberg and his associates (19). 
They have described the process of occupational choice, and identi- 
fied some of the broad factors involved, but have not studied spe- 
cific factors, or demonstrated how the factors operate, or how and 
where the personal-emotional factors originate. They recognize 
that much more research is needed to establish the role of specific 
emotional factors. It is perhaps a pity that so much effort was ex- 
pended in demonstrating what was to a great extent already known, 
and that more effort was not put into a study of the personal- 
emotional factors. Nevertheless their discussion of these factors is 
stimulating, and provides some hypotheses for study. They distin- 
guish between the work-oriented and the pleasure-oriented person. 
The former seeks intrinsic satisfaction in performing a job, while 
the latter seeks the monetary and social satisfactions concomitant 
with the job. Their suggestion that failure to find a solution to the 
problem of intrinsic satisfaction may be related to inability to make 
an occupational choice, and that this failure may be a consequence 
of emotional maladjustment is an interesting hypothesis. Experi- 
ence certainly would indicate that preoccupation with emotional 
conflicts inhibits the development of interest in work, as well as 
other activities. 

A number of others have recently contributed to the develop- 
ment of a theory of occupational choice (4, 5, 6, 9, 18, 25, 33, 34, 
40, 47, 52, 53). Theoretical formulations tend to be broad and 
general, with few specifications that would be of help to the coun- 
selor in his work. Perhaps there has not been enough exploratory 
research as yet to permit the formulation of more specific theories. 
Super provides a statement of the factors that an adequate theory 
must accommodate (52). 

The process of occupational choice is complex. Many factors 
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influence it. Social and economic factors affect occupational oppor- 
tunities and thus often limit choice. Identification with emotionally 
significant figures affects choice. The individual’s physical and psy- 
chological assets and capacities are important factors. Included 
among these are personality factors, the interests and needs of the 
individual. The process of occupational choice is an integration of 
these factors over a period of time, leading to the selection of one 
among the many occupations available. On the one hand there are 
the external factors, which, in addition to the opportunities avail- 
able geographically, include the requirements, in terms of aptitudes 
and personality, of the various occupations. On the other side are 
the aptitudes, needs, and personality of the individual. If these are 
to be integrated, the individual must obtain knowledge and under- 
standing of these factors, of the occupational opportunities and 
requirements, and of himself, In most cases time, maturation, 
growth and development, and experience provide the basis for this 
knowledge. The process of vocational development is the process 
of achieving an integration, a fit, between these two groups of 
factors, There may be no perfect fit possible for many if not most 
individuals, But on the other hand, there are usually a number of 
equally good approximations. Thus a choice is necessary, usually 
involving compromise. Counseling can assist the individual in two 
ways. First, in acquiring and developing knowledge about occupa- 
tional requirements and about himself, and secondly, in making a 
choice among the several or many possibilities. A series of choices, 
sometimes on a trial-and-error basis, may be required to achieve a 
Satisfactory fit. The process is not entirely irreversible, as Ginzberg 
claims (1 9). 

Problems arise chiefly in the area of personality factors. Little 
is known about the personality demands of jobs, or about the emo- 
tional satisfaction of various needs, which they provide. In addi- 
tion, the assessment of the personality of the individual, and of his 
emotional needs, is inadequate in our present stage of knowledge. 
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OCCUPATIONAL CHOICE AND EMOTIONAL DISTURBANCE 


The problem of occupational choice is complicated for the emo- 
tionally disturbed in several respects. First, the presence of emo- 
tional conflicts may interfere with the making of a choice due to 
preoccupation with these conflicts. The individual may not be able 
to concentrate on the vocational problem, or the interest in the 
emotional problems may overshadow or inhibit the development of 
interests in work or occupations. Secondly, the disturbance affects 
the self-concept of the individual, and his ability to evaluate him- 
self realistically, as well as to evaluate occupations realistically. 
This factor is probably related to a third, which is the effect of 
emotional disturbance upon the needs of the individual leading to 
so-called neurotic needs, or conflicting needs, These needs are ex- 
pressed in interests, and thus account for the impractical or unreal 
interests often found in these individuals. 

In the preceding chapter evidence was presented to show that 
emotionally disturbed clients tend to present patterns of vocational 
interests that differ from those of normal persons in that they tend 
to be more unrealistic in terms of aptitude and ability requirements, 
and that more often reflect interest in talent and personal-social 
occupations, These interests or choices are, of course, related to the 
emotional (personality) needs of the individual. The nature of 
these needs, as indicated by such tests as the Kuder, appears to be 
in two general areas. One type of interest seems to be a reflection 
ot a need for autonomy, or freedom in one’s work, a need to work 
for oneself, independently, to avoid detail and routine, and to 
avoid close personal relationships. This type of need results in 
interests in the so-called "escape" scales on the Kuder (Musical, 
Artistic, Literary). A second type of interest is expressed by a desire 
to work with people, to help them with their problems; that is, a 
social welfare interest. This type of interest perhaps represents a 
need to find answers to one's own problems, or to impose one's 
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own solutions—or apparent solutions—upon others. Both these 
interests result in occupational choices in the professional area. 

These needs appear to be rather general among the emotionally 
disturbed, or, since they are possessed to some extent by most peo- 
ple, it might be better to say that they tend to be stronger in many 
of the emotionally disturbed. Theories of vocational choice do not 
seem to contribute much of a specific nature beyond the stressing of 
the influence of the individual’s needs. The major emotional deter- 
minants of occupational choice in the emotionally disturbed appear 
to fall into the two broad areas described above. There are no 
doubt individual variations. But it does not appear that there are 
Specific choices related to a specific psychiatric diagnosis. 

The problem arises as to the extent to which these exaggerated 
“neurotic” or impractical needs should be taken into consideration 
in the choice of an occupation. Presumably with improvement in 
the emotional condition, through therapy or otherwise, the needs 
will become less intense. But this cannot be counted on, and even 
So, they will continue to exist to some extent since they are prob- 
ably characteristic of the basic personality. This is not to imply 
that these needs are indicative of personality types who are pre- 
disposed to emotional disturbance, although this is a possibility. 
The needs therefore should be given consideration in the selection 
of an occupation. As was suggested in the preceding chapter, other 
Occupations than the talent and social welfare fields might offer 
Satisfaction of some of these needs. Occupations or jobs can some- 
times be adapted, or the work environment altered, to meet certain 
needs. Finally, the strength of these needs may overshadow other 
needs and interests that may be of significance in occupational 
choice and adjustment, so that the counselor should be alert to 
the presence of these other needs and interests in the counseling 
Process. 

Since we cannot depend on theories of vocational choice, or even 
upon personality or interest measures for specific, practical help in 
the search for appropriate occupational goals for the emotionally 
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disturbed, we must seek for empirical evidence of appropriate oc- 
cupations for these clients. There are few such studies available, 
however. 


STUDIES OF THE OCCUPATIONAL BACKGROUND 
OF THE EMOTIONALLY DISTURBED 

Interest in the occupational background of mental patients goes 
back to the early part of the present century. Although a German 
study appeared in 1913, the first American studies were published 
in 1918. Nolan (36, 37) reported on the occupations of schizo- 
phrenic and manic-depressive patients committed to New York 
State mental hospitals. He found that the rates for schizophrenia 
were higher than the average in the unskilled, clerical, domestic 
and personal service, and manufacturing and machine occupations, 
and lower in trade, extraction of minerals, public service, agricul- 
ture, the professions, and transportation. The distribution of manic- 
depressive patients was similar. There were wide differences among 
the specific occupations within the same broad classes, however. 
Both types of mental disorder thus appeared to be more prevalent 
in the lower occupational groups, though less prevalent in outdoor 
than in indoor occupations. The age factor and the probable dif- 
ferential rates of hospitalization in the different social classes were 
not considered, however. 

Tietz, Lemkau, and Cooper (53) found that schizophrenic pa- 
tients more frequently came from the dependent or marginal eco- 
nomic levels than did manic-depressives, and more often from 
urban than rural environments, Fuson (17) computed the rates 
of first admissions to Kansas State Hospitals over a ten-year period 
by occupational class for schizophrenics and manic-depressives. 
The rate for schizophrenics was highest in the semiskilled and 
unskilled, becoming progressively lower in the farm, skilled, cler- 
ical, professional, and proprietary and managerial groups in that 
order. The manic-depressive rate, on the other hand, was highest 
in the farm group, declining, in order, in the semiskilled and un- 
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skilled, the skilled, the professional (these three actually differing 
little), the proprietary and managerial, and the clerical groups. 

Rabin (39) classified 816 mental hospital patients by occupa- 
tional class and compared the distributions with those of the gain- 
fully employed in the state. There were fewer schizophrenics from 
the professional, clerical, and skilled groups, more in the semi- 
skilled, unskilled, and service groups. Manic-depressives more fre- 
quently came from the clerical and service groups. Psychoneurotics 
more frequently came from the professional and skilled groups, 
even though the educational level of the psychoneurotics was be- 
low that of the schizophrenics. The fact that the educational level 
of the manic-depressives was lower than either the schizophrenics 
or the psychoneurotics may be related to the results for this group, 
however, which are not consistent with other studies. Rabin sug- 
gests that a discrepancy between educational level and occupational 
achievement may be a clue to identifying schizophrenics. One-half 
of the schizophrenics were from semiskilled occupations, compared 
to one-third of the psychoneurotics and one-fourth of the manic- 
depressives. 

Clark (10, 11) classified patients into nineteen occupational 
Broups, which were ranked for occupational prestige and income. 
Rates for all psychoses, and for schizophrenics alone, were low in 
the occupations having high incomes and prestige, and high in 
Occupations low in income and prestige. Rank order correlations 
between rates and income were —.83 for all psychoses, —.76 for 
Schizophrenics. Correlations between rates and prestige were —.75 
for all psychoses, —.80 for schizophrenics. The correlations were 
similar for all psychoses except manic-depressives, where there was 
no correlation present. 

A detailed analysis by Frumkin (16) of the occupational classi- 
fication of variously diagnosed patients admitted to Ohio State 
hospitals in 1950 supports these earlier findings. Rose and Stub 
(45) summarize briefly a large number of studies by diagnosis, 
Showing consistent agreement on the broad findings of a relation- 
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ship between the incidence and type of hospitalized mental dis- 
order and socioeconomic background. 

Lantz (30) compared the occupational distribution of mental 
hygiene clinic patients with various diagnoses with the distribution 
of referrals diagnosed as no mental disease. Schizophrenics were 
more frequent in occupations having low prestige. However, they 
were not less frequent in occupations ranking high in prestige. 
Some schizophrenics apparently can function at a high level, at 
least those who do not reach a mental institution. Lantz suggests 
that it might be profitable to analyze the adjustment of such people. 
It would be interesting to determine if they tended to concentrate 
in particular occupations, or occupations having something in com- 
mon that facilitates their adjustment and functioning. 

A series of papers (22, 23, 41) reports the results of an extensive 
study of all patients receiving treatment at a given time in one 
community. These patients were compared with a random sample 
of residents in terms of occupational class as indicated by an Index 
of Social Position based on area of residence, occupation, and edu- 
cation. There was a definite increase of incidence of mental disor- 
der with decrease in social class. The increase was more pronounced 
for the psychoses than for all psychiatric disorders taken together. 
This was because, for psychoneurotics, there was a reverse relation- 
ship, with the highest incidence in the highest social class. Schizo- 
phrenics were two and one-half times as prevalent in the lower 
class and one-fifth as prevalent in the upper class as they would 
be if schizophrenia were distributed proportionately between the 
classes. 

There seems to be no question about the relationship of certain 
mental disorders to socioeconomic background, The incidence of 
schizophrenia is inversely related to socioeconomic or occupational 
level, while the incidence of psychoneurosis is directly related. 
Manic-depressive psychosis, on the other hand, in some studies 
seems to bear a positive relationship, but in others there is no con- 


sistent relationship. 
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These statistics concerning the social class origin of schizophren- 
ics have led to the development of the social drift hypothesis, or 
the "drift theory" of schizophrenic psychoses (10, pp. 172 ff.). 
According to this theory, the inadequate individual drifts or filters 
down into the lower socioeconomic levels. Sociologists tend to op- 
pose this theory. Clark states the hypothesis well. "It may be that 
the personality traits of the pre-schizophrenic operate as a handicap 
in his competition for better jobs. His self-consciousness, sensi- 
tivity, his withdrawal from normal social intercourse, his over- 
concern about his status and position, etc., operate to place him in 
a less favorable light when promotions are being handed out. His 
Over-concern with himself and others also uses up energy which 
otherwise might have been used to better himself occupationally” 
(10, p. 329). The individual is thus prevented from utilizing his 
abilities to their fullest by his personality difficulties. It may also 
be that the low prestige occupations attract the personally malad- 
justed because the personal and social requirements are at a min- 
imum, Recognizing his deficiencies, or finding himself unable to 
hold jobs commensurate with his abilities or education, he may 
cease trying to compete at this level, and accept lower-level jobs. 
The frustration and lack of satisfaction that result may increase 
his disturbance, resulting in a frank break requiring hospitaliza- 
tion, Hollingshead and Redlich attempted to check the hypothesis 
that schizophrenics are downwardly mobile, but could find "no 
perceptible movement of patients and their families from the better 
to the poorer residential areas" (23, p. 696). 

A later study actually found evidence of upward mobility char- 
acteristic of both schizophrenics and psychoneurotics in the social 
class represented by small proprietors and white-collar and skilled 
Workers (Social Class III), but not in the lower social class includ- 
ing semiskilled and unskilled workers (Social Class V) (21, 24). 
Mobility was measured by the comparison of the patients' Index 
of Social Position, consisting of a weighted combination of educa- 
tion and occupation, with that of his family. Schizophrenics and 
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psychoneurotics (thirteen each in Class III, twelve each in Class V) 
were compared with thirty controls. There were no differences in 
the levels of parental social position among the groups. In Class 
III control subjects were 20 points higher than their parents, while 
psychoneurotics were 27 points higher and schizophrenics were 36 
points higher. The patients were more mobile than their siblings. 
In Class V, controls and schizophrenics were 8 points higher, while 
Psychoneurotics were 12 points higher than their parents. The 
schizophrenics were less upwardly mobile than their siblings. The 
authors conclude that “Considering that the more severe forms of 
neurosis and schizophrenia are crippling diseases and seriously im- 
pair man’s efficiency, such upward mobility and its concomitant 
achievement in occupation and education are interesting and even 
surprising. These data are further proof that the downward drift 
hypothesis of schizophrenia is not correct, It seems that neurotics 
and schizophrenics, at least Prior to the onset of the illness, are 
achievers and possibly overachievers” (24, p. 184). 

Uecker (54), in his comparison of fifty veterans diagnosed as 


of their siblings. 


The apparent discrepancy between the results of these studies 
and studies such as that of Rabin, indicating that schizophrenics do 
not function up to their educational level or are underachievers, 
may be explainable in terms of the heterogeneity of those who are 
classified as schizophrenics. There is a Browing recognition of this 
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heterogeneity, and there seem to be good grounds for distinguish- 
ing at least two main groups of patients who are labeled schizo- 
phrenic on the basis of symptoms. One type, the so-called “process” 
schizophrenia, includes those who show a long history of insidious 
development of the psychosis. In this group the schizophrenic proc- 
ess probably begins so early in life that the patient is never able 
to achieve at a high enough level to make regression possible, or 
to achieve up to his potentialities, except possibly to some extent 
in school, particularly if he is born into the lower socioeconomic 
levels. It is this group to which Princenthal's comment would ap- 
ply, that "The process of mental disorder is apparently long and 
insidious and manifests itself much earlier than is ordinarily sus- 
pected in the afflicted individual's adjustment to his competitive 
Society. . . . The onset of the disorder is gradual, even prior to 
Overt manifestations, thus preventing early occupational adjust- 
ment commensurate with the individual's capacities and educa- 
tional background and opportunities" (38, pp. 215-216). For this 
type of process schizophrenia there may be a downward drift in 
Social or occupational status. 

The second type of schizophrenia is the "reaction" type, in which 
there is a rather sudden onset, with no long period of insidious 
development. In this type one would not expect to find evidence 
of downward mobility. It is possible that the small samples studied 
by Hollingshead and his associates were of this type. 

This problem of the probable presence of at least these two types 
of patients classified as schizophrenics is perhaps responsible also 
for the disagreement regarding the social isolation hypothesis of 
the development of schizophrenia. Faris (14) and Dunham (13) 
have dealt with the hypothetical process of the development of 
Schizophrenia in a situation of social and cultural isolation. 

Clausen and Kohn criticize the social isolation hypothesis of the 
development of the schizophrenic personality (12). They studied 
groups of forty-five schizophrenics and thirteen manic-depressives, 
anda group of controls matched for age, sex, and occupation (29). 
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Both schizophrenics and manic-depressives played more frequently 
by themselves at age thirteen-fourteen, while the controls played 
more frequently with a crowd of friends, Schizophrenics were 
slightly more likely to have been isolates than manic-depressives 
(38 percent versus 34 percent). But only about one-third of the 
mentally disturbed were isolates. The study found no evidence that 
isolates were prevented from social participation because of lack 
of available playmates, illness, family mobility, or parental restric- 
tion. But the isolates had been shy, timid, and fearful, The authors 
therefore conclude that the data do not support the isolation hy- 
pothesis that social isolation in adolescence is a predisposing factor 
to mental illness. 

It is quite likely that the schizophrenics in this study were of 
both the types described above. The process schizophrenics were 
perhaps the isolates. 

Jaco also studied the relationship between indices of social iso- 
lation and the incidence of schizophrenia (26). The hypotheses 
that high rates of schizophrenia would be associated with a high 
degree of social isolation as measured by anonymity, by participa- 
tion in groups, by occupational participation (unemployment), and 
by frequency of participation with other communities were sup- 
ported. But there was no support for other hypothetical measures 
of social isolation such as spatial mobility and proximity of friends. 

As indicated in Chapter 1, social isolation may be both a cause 
and result of emotional disturbance. The process schizophrenic, for 
example, isolates himself, even in a situation where he is not ob- 
jectively isolated. On the other hand, he may be isolated even in 
such situations because he is out of place in the social environment 
in which he finds himself, It is probably true, as Clark (10, 11) 
and Dunham (13) point out, that the conditions of life in socially 
disorganized communities, described by Dunham as “terrifically 
harsh, intensely individualistic, highly competitive, extremely 
crude, and often violently brutal," do lessen "one's chances of 
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growing up and developing a personality which can adjust in some 
fashion to our cultural life" (13, p. 174). 

While as Hollingshead and Redlich's study (21, 24) suggests, 
the schizophrenic from the middle class is able to achieve some 
upward mobility in terms of education and occupation, the schizo- 
phrenic in the lower classes does not do so, probably because of 
the greater obstacles, economic and social, to such upward mobil- 
ity. While at the upper level such upward mobility may result in 
strain (including the strain of overachieving), at the lower levels 
the strain of the frustration of an inappropriate occupation may be 
contributory to mental disturbance in a susceptible individual such 
as the process schizophrenic. This possibility is formulated, as an 
hypothesis, by Clark (10, 11). He writes that "It may be that the 
job itself has some bearing upon the incidence of schizophrenia. 
There is probably a greater amount of economic security and satis- 
faction with one's job in the higher paid occupations. The dissatis- 
fied and insecure worker is more likely to be susceptible to mental 
disorders than the worker who enjoys his work and feels his job 
is secure" (10, p. 329). Occupational income determines status, 
and thus the person's conception of himself. “We may assume that 
the various occupational groups differ with respect to certain traits 
which have a bearing upon the likelihood of persons becoming 
psychotic. . . . Differential occupational-psychosis rates may be 
viewed and interpreted as the result of differential physical and 
ch persons have as direct or indirect conse- 
quences of their places in the division of labor" (11, p. 434). 
There are differentials in hazards in occupations, such as to brain in- 
jury, toxic poisons, and other occupational diseases. Clark suggests 
other differences that may be important in mental disorder. These 
include differences in occupational roles, which may or may not be 
desirable because of the nature of the work, the place and condi- 
tions of work, and the prestige one obtains from fellow workers 
and from society at large; differences in income, which determine 
living conditions, the social environment, and financial problems; 
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differences in occupational and class mores, which may sanction 
activities leading to certain psychoses; and differences in the way 
of life of the various social classes. These conditions are seen as 
influencing the preschizophrenic through the strain of poverty, the 
development of a sense of personal failure, and a negative attitude 
toward himself, leading to withdrawal. This might explain why 
the schizophrenic or the preschizophrenic, with good ability, does 
not rise above the lower socioeconomic levels where he is subject 
to such influences. 

The interpretation of these facts and their significance in voca- 
tional rehabilitation counseling are not clear, however. If it could 
be maintained that the nature of the occupation in some way was 
causally related to the development of mental disorder, then we 
might feel that we should counsel clients away from certain occu- 
pations. But if schizophrenia is more frequent in the lower-level 
occupations, for example, should we infer that these occupations 
are causally involved, and counsel schizophrenic clients toward 
higher-level occupations? This would suggest that it would not be 
desirable to counsel a sensitive schizophrenic into a laboring or 
manufacturing occupation where he would associate with and live 
among the rough-and-ready, relatively crude, insensitive and un- 
feeling, or "tough-minded," who make up a large proportion of 
the workers in such occupations. 

The fact that some schizophrenics or preschizophrenics and many 
schizoid personalities are highly successful in the higher-level occu- 
pations indicates that sociocultural factors probably are important 
in the development of a disabling psychosis. The lack of correla- 
tion between the incidence of manic-depressive psychosis and soci- 
oeconomic level, on the other hand, suggests that the innate factors 
are more important in this disorder. 

But as far as the counselor dealing with an individual client is 
concerned, there is little of a positive nature that can be said, on 
the basis of the studies reviewed, to help him. He should be aware, 
however, that the schizophrenic is not necessarily doomed to a 
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low-level occupation. If recovery is achieved, and he has the poten- 
tialities, occupations nearer the level of his abilities should be con- 
sidered. Gurvitz caution should probably be heeded, however 
(20). He suggests that if the patient has achieved a satisfactory 
adjustment in the past, change should rarely be considered if he 
can return to his former work, even though he may have a higher 
potentiality. And particularly in patients over thirty, he suggests, 
reality in the form of financial burdens and family responsibilities 
must be considered, even above ability and interests. This is an 
individual matter, however. Some patients have demonstrated the 
ability to function successfully on a higher level than they had 
Prior to hospitalization (17). The possible deleterious effects of 
frustration induced by a job that is far below the individual's ca- 
pacity must be considered. 


UNREALISTIC VOCATIONAL ASPIRATIONS 2 


It is frequently felt that the emotionally disturbed are unrealistic 
in their vocational choices and goals. The fact that more of them 
have measured as well as expressed interests in the talent occupa- 
tions, without, in all probability, having the requisite talents, would 
tend to support this feeling. However, this finding, based almost 
entirely on the Kuder Preference Record, may not actually indicate 
unrealistic goals in terms of level of aspiration. The Kuder is rela- 
tively limited in the measurement of professional-level interests. 
The Scientific scale in one area represents professional interests. 
The Social Service scale also is an outlet for another type of pro- 
fessional interest. Besides these, the "escape" scales (Artistic, Lit- 
erary, Music) represent professional occupations. To some extent 
at least, the concentration of the interests of the emotionally dis- 
turbed on these scales may represent an interest in professional- 
level Occupations rather than necessarily in the particular talent 

? This section has appeared as part of the paper on Interest tests and the emo- 


tionally disturbed client, Educational and Psychological Measurement, 1957, 17, 
264-280, and is used here with the permission of Dr. G. Frederic Kuder. 
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occupations. Clinical experience also tends to support this point 
of view. In the author’s experience, many clients with high scores 
on these scales realistically recognize the lack of talent in the par- 
ticular area concerned and do not consider it a practical occupa- 
tional choice. 

It is, of course, still possible that the interest in professional- 
level work represents an unrealistic aspiration in many clients. 
Whether this aspiration is unrealistic in terms of potential or func- 
tioning ability, it would still constitute a problem. 

There is little available evidence on the vocational aspiration of 
the emotionally disturbed, or on the appropriateness of such as- 
pirations. Small (48) compared the expressed occupational choices 
of fifty maladjusted adolescents with fifty better-adjusted boys. The 
choices of the first group were less realistic in terms of the discrep- 
ancies between the requirements of the job and the characteristics 
of the boys. On the basis of interviews about their choices, Small 
found that the interests of the better-adjusted boys were character- 
ized by fantasies emphasizing interaction with the environment, 
while the fantasies of the maladjusted boys about their choices em- 
phasized removal from others and the environment, self-deprecia- 
tion, and the acting out of impulses. The results of this study must 
be accepted with caution, however, since there were only ten sub- 
jects in each age group, and education and intelligence were not 
controlled. The better-adjusted group was significantly higher in 
intelligence. 

Princenthal found that there was no difference in the social sta- 
tus of the occupational goals, as rated on the Warner, Meeker, and 
Eells scale, chosen by one hundred physically disabled and one 
hundred neuropsychiatrically disabled veterans. There was an ap- 
parent tendency, however, for more of the physically disabled to 
choose goals in the highest level, and also more in the lowest level 
of the scale used with the group. He concludes, however, that “The 
type of disability is not related to occupational choice on the basis 
of the prestige value of the occupation” (38, p. 128). There was 
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no difference in the length of the training programs approved by 
V.A. counselors for the two groups. 

Uecker (54) in his study touches upon this area also. His pa- 
tient groups more often stated preservice aspirations in the profes- 
sional and technical levels of work. Fewer of the psychoneurotics 
than normals or psychotics aspired to a skilled trade after service, 
but tended more often to aspire to professional-level jobs. How- 
ever, although equivalent in education and intelligence, the psy- 
choneurotics more often had fathers in the higher occupational 
levels, Nevertheless, this group more often aspired above the level 
of their achievement than did the other two groups. Uecker feels 
that opportunities of veterans for psychotherapy and rehabilitation 
counseling may have reduced the discrepancy between aspiration 
and achievement in all of his groups. 

Hollingshead et al. (21, 24) compared the aspirations (stated 
as the goal of achievement) of schizophrenic and psychoneurotic 
patients with their actual achievement. In the higher social class, 
the average psychoneurotic aspired to a college degree but achieved 
an average of one year of college; schizophrenics also aspired to 
the college degree but averaged two years of college. Occupa- 
tionally these patients aspired to professional work but had 
achieved at the white-collar level. The same discrepancy between 
aspiration and achievement was found in the lower class. The au- 
thors did not compare this discrepancy with that of the control 
Broup used in their study of mobility discussed earlier. Nor did 
they evaluate the appropriateness of the aspirations of their groups. 

Thus there is apparently some evidence of unrealistic vocational 
goals in the emotionally disturbed. However, an important factor 
to be taken into consideration in evaluating this is the probable 
existence of unrealistic choices or aspirations in the so-called "nor- 
mal population." Numerous studies, which cannot be reviewed 
here, indicate that unrealistic aspirations are extremely common, 
With 50 percent or more of some samples aspiring to the profes- 
sions (44, Chap. 21, p. 50). To be sure, most of these studies are 
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of adolescents rather than adults. But any vocational counselor of 
college students and adults will attest from experience that the 
normal and the physically disabled frequently have aspirations 
beyond their abilities or potentialities. It is therefore not known 
whether the emotionally disturbed are significantly different in 
this respect. 


SUMMARY 


In this chapter we have considered some of the general factors 
that the counselor should have in mind as he works with an emo- 
tionally disturbed client in the selection of a vocational objective. 

In terms of occupational limitations, there are no general state- 
ments that can be made about all the emotionally disturbed, or 
even about those who are given any single psychiatric diagnosis. 
Great variability characterizes the individuals with emotional dis- 
turbances. This means that the limitations of each individual client 
must be determined without the help of any common factors affect- 
ing all clients. Even the concept of avoiding stress and strain does 
not apply to all the emotionally disturbed. And what constitutes 
strain for one client may not for another. “One man’s meat is an- 
other man's poison." It would appear, therefore, that there is no 
occupation that is ruled out because the client is emotionally dis- 
turbed. 

The possible contributions of theories of vocational choice were 
considered, since these theories focus on the personality factors in 
vocational choice. The psychoanalytic theory was reviewed because 
of its development out of work with the emotionally disturbed. 
This theory appears to ignore many relevant factors in occupa- 
tional choice. It is based on the assumption of personality types, 
and the relation of these types to psychiatric diagnoses. In some 
instances of extreme personalities or "pure" cases, the theory may 
be useful. In such cases, however, the significant personality char- 
acteristics are usually clear to the counselor, and the diagnosis is 
not essential, nor is it of value for the counselor to know that the 
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client’s personality characteristics originated in a traumatic anal 
or oral stage of development. Other theories of vocational choice 
appeared to offer little of specific value to the counselor. As in the 
case of the nondisabled and the physically disabled, the counselor 
must attempt to evaluate the abilities, aptitudes, interests, and per- 
sonality of the client in terms of the demands and requirements of 
the occupation. The most difficult task is evaluating the client’s 
Personality, and the personality demands of the various occupa- 
tions. We need to know much more about the nature and type of 
Pressures and demands made by different occupations. 

Occupational choice is a complex process related to numerous 
characteristics of the individual and his environment. The charac- 
teristics of the individual include his intelligence level, his special 
aptitudes, his educational achievement, his interests and prefer- 
ences, and his more general personality characteristics. Aptitudes 
and abilities tend to determine the level of his occupational choice, 
while interests and preferences are apparently more important in 
determining the nature or type of work chosen. Interests and pref- 
erences are related to, or are manifestations of, the needs and 
drives of the individual. "In general, the individual's choice of a 
Career or occupation in life, even if guided by a knowledge of his 
Specific abilities and the qualifications which the occupation ap- 
Pears to demand, is motivated by certain main drives or tendencies 
to action. These function in determining many other of his inter- 
€sts and pursuits as well as his career" (55, p. 13). Unfortunately, 
We are unable to identify and measure these drives and needs as 
well as we would like to. 

The external influences in the choice of an occupation are given 
too little consideration in most theories of vocational choice, Fam- 
ily influences are recognized, but the wider influences of the socio- 
€conomic level of the individual, as well as the general cultural 
Characteristics of the community and the nation or society, and of 
religion, are underemphasized. Limitations of occupational oppor- 
tunities, and of the opportunity to prepare for certain occupations, 
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result in many forced choices of occupations. And as long as there 
are unpleasant, dull, dirty jobs to be done, someone will have to 
do them. It is presumed that no one would prefer to do them for 
their intrinsic interest, so that for some if not many persons, the 
job cannot be a source of satisfaction in and of itself. 

While the average individual may adjust fairly well to an occu- 
pation into which he is forced by chance or circumstances and 
which does not fully satisfy his needs or circumstances, the emo- 
tionally disturbed individual may have more difficulty in adjusting 
to such a situation. The vocational interests and adjustments of the 
emotionally disturbed appear to be more strongly influenced by 
certain emotional needs, or, to state it differently, less affected by 
reality factors (48). 

The recognition of the chance or forced nature of many occupa- 
tional choices is important in counseling the emotionally disturbed. 
Tt is often assumed that the premorbid occupation of the client 
was a voluntary choice, and there is a tendency to return the client 
to this occupation if there is no obvious contraindication. The rela- 
tionship between occupation and emotional disturbance is subtle, 
however. And we must be aware of the frustration of a job below 
the client's ability level. With all the handicaps that the emotion- 
ally disturbed face in making an occupational adjustment, it is 
essential that the occupation chosen satisfy as many of the needs, 
drives, and interests of the individual as possible. 

We next turned to a review of studies of the occupational back- 
ground of the emotionally disturbed, in the attempt to obtain clues 
to appropriate placement. While there are definite relationships 
between the incidence of mental and emotional disorders and socio- 
economic factors, including occupational level, there is no evidence 
concerning the exact causal relationships. Is the schizophrenic of 
low socioeconomic status because of his disturbance, or is his dis- 
turbance the result of his socioeconomic environment? It appears 
that these are probably related in a circular manner, and that the 
answer may vary depending on the nature of the disturbance. We 
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conclude that these studies offer no positive help to the counselor, 
but they provide an important background that he should be aware 
of in his counseling. 

The emotionally disturbed have frequently been considered to 
be underachievers—except, perhaps, the psychasthenic or compul- 
sive neurotics, and those with certain psychosomatic conditions 
such as ulcers. There is evidence that, compared to their potential- 
ities, their functioning level is low. Rabin’s study (39), for exam- 
ple, suggests that the emotionally disturbed function occupationally 
below their potential intelligence level. This observation is prob- 
ably the basis for suggestions that the emotionally disturbed should 
be encouraged to attempt work activities that are below their meas- 
ured aptitudes, There appears to be no evidence supporting the 
idea that the emotionally disturbed should not ever aspire to high- 
€r-level jobs, that all of them should be counseled toward simple 
types of work, well below their potential abilities, requiring no 
extended training or education. While this may be the case for 
Some of the emotionally disturbed, there are others who should 
have the opportunity for training for high-level jobs. Every client 
Should, within the limits of his reality situation in terms of finances 
and family obligations, have the opportunity for as much training 
as he can absorb in the field that appears to be best suited for him. 
Sometimes only trial and error will determine what this is. A cli- 
€nt’s preillness occupation, even if he was apparently successful, 
is not necessarily the best one for him, since it often may not rep- 
resent a free choice. While it may be true in some cases that “The 
highly qualified client, following recovery from a psychosis, is not 
always placeable in a position compatible with [his] capabilities” 
(43, p. 399), he should be followed to determine his capability to 
advance and return to a level commensurate with his abilities. 

There appears to be some evidence that the vocational aspira- 
tions of the emotionally disturbed tend to be unrealistic. They per- 
haps aspire to a level beyond their potentialities as well as their 
functioning. However, it is known that this is characteristic of 
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many nondisturbed individuals, and it is a question whether it is 
more pronounced in the emotionally disturbed than in the phys- 
ically disabled and normal adult. 
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CHAPTER 12 


Factors in Occupational Adjustment 


oC — ——— — 


Studies of the occupational levels of the emotionally disturbed 
have apparently little to offer to the vocational rehabilitation coun- 
selor. Even if specific occupations rather than limited classifications 
Were used (as a few studies have attempted, though with small 
numbers in many occupations), the data might not be very useful. 
The preillness occupations and the distributions of the patients 
àmong them would not necessarily reflect the actual or desirable 
Occupational adjustment of the patients after treatment. The 
Occupational choices of such patients prior to their illness or 
treatment are limited, not only by the likely prodromal stages of 
the illness, but by lack of knowledge and opportunity for making 
à real choice, Such data would not necessarily be a good guide to 
Placement following treatment and improvement or recovery. 

More useful information would be provided by the study of the 
actual occupational adjustment of the emotionally disturbed 
following their illness, or its acute stage. Although not entirely 
lacking, such studies are few, and the results are only general or 
Suggestive, 


STUDIES OF GENERAL OCCUPATIONAL ADJUSTMENT 
Early studies of the occupational adjustment of emotionally 


disturbed World War II veterans give a favorable picture of the 
341 
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general level of adjustment attained. Rusk (27) reports a study 
comparing 455 psychoneurotic with 455 nonpsychoneurotic em- 
ployees. At the end of eighteen months there were no differences 
in the numbers still employed, in reasons for leaving employment, 
in production rates, advancement, or absenteeism. The safety 
record of the psychoneurotics was five times better than that of the 
nonpsychoneurotics. Over three times as many “normals” as 
psychoneurotics were terminated because of unsatisfactory per- 
formance, Pratt (21) found 90 percent of 142 veterans discharged 
from an army neuropsychiatric hospital, who replied to his ques- 
tionnaire, employed five months after discharge, with 41 percent 
having had more than one job. 

Frosch eż al. (8) report that of 125 men discharged for neuro- 
psychiatric reasons early in the war, over 80 percent were em- 
ployed a short time after discharge, in spite of the fact that they 
had had poor work records prior to induction. Many of course 
went back to their previous jobs. 

Stellner (30) studied the postservice occupational adjustment 
of 218 veterans who had been discharged because of psycho- 
neurosis. At the time of follow-up, 50 percent had held only one 
job since discharge; 34 percent were holding the job they had held 
prior to service. 

Brill, Tate, and Menninger (3) report on the employment of 
4178 men of a total of 5937 discharged for psychoneurosis. After 
at least six months in civilian life 85.9 percent were employed full 
or part time. But in spite of a manpower shortage, more were 
unemployed than at the time of induction. The replies gave little 
indication that they were discriminated against by employers, but 
unemployment was attributed to poor health. Another report (4) 
deals with 536 men with overseas service discharged for psycho- 
neurosis, Of these 77.7 percent were employed, and 74.1 percent of 
those employed reported no difficulty in obtaining jobs. Of the 
25.9 percent who felt that prospective employers showed some 
reluctance to hire them, about one-half reported “failure to pass 
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physical exams” as the reason. Of the unemployed, 60.6 percent 
felt no reluctance on the part of employers in hiring; 39.4 percent 
did feel that employment prospects were limited because of their 
poor health. 

Rennie and Woodward (25) report a six-months to one-year 
follow-up of the first 200 veterans treated at the New York Hos- 
pital Rehabilitation Clinic in 1943. One hundred seventy-nine were 
located, and information was obtained from the veteran, his fam- 
ily, a social agency, doctor, or employer. Seventy-one percent were 
working; some had turned down six or seven jobs before accepting 
one. The group included various diagnoses, including about 160 
Psychoneurotics, twenty-two schizophrenics, and ten manic-depres- 
sives, the latter two groups frankly psychotic, most in need of 
hospitalization, but refusing it. 

Following World War II there was considerable optimism re- 
Barding the adjustment of the neuropsychiatrically disabled vet- 
eran. A great deal of publicity stressed the idea that these were 
normal individuals who had broken down under severe stress, The 
Occupationally desirable qualities of the nervous veteran were 
stressed—conscientiousness, motivation, carefulness, etc. (see, e.g. 
42, 43). This publicity, the appeal to patriotism, and the good 
labor market no doubt influenced the employment of such veterans. 
Most of the favorable reports concern psychoneurotics rather than 
Psychotics, most of the latter being hospitalized in Veterans Ad- 
Ministration hospitals on discharge from service. 

More recent studies indicate that neuropsychiatrically disabled 
Veterans are less successful than the physically disabled in train- 
ing and employment. Those diagnosed as psychotic are less success- 
ful than those classified as psychoneurotic. 

Sprol (29) studied random groups of psychoneurotic and non- 
PSychoneurotic veterans in on-the-job training, fairly well equated 
for degree of disability, age, education, marital status, and de- 
Pendents, There were 106 in each group, with an average age of 
twenty-five and completion of ninth grade education. Their files 
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were examined fourteen to twenty-one months after they began 
training. Eighty-five of the psychoneurotics and ninety-one of the 
nonpsychoneurotics were still in training; fifty-five psychoneurotics 
as compared with twenty-eight of the other group were reported 
as having difficulty; twenty-three psychoneurotics as compared with 
thirteen others changed training programs one or more times. Sev- 
enty-eight of the “normals” and fifty-one psychoneurotics were 
considered to be making a satisfactory adjustment after a year or 
longer. 

Price (22), in a study of 424 disabled veterans, found that the 
neuropsychiatrically disabled differed from the rest of the group 
in having a somewhat lower preservice and postrehabilitation in- 
come, but did not differ in other respects studied. They were few 
in number however, constituting 13.4 percent of the total group. 
The fact that neuropsychiatrically disabled veterans constitute more 
than twice that proportion of all disabled veterans suggests that 
those studied were highly selected. It is interesting that compared 
to the remainder of the group, the neuropsychiatrically disabled 
changed from secondary school to college training more often. 
This suggests that there may have been a tendency to downgrade 
these cases, or to underestimate their potentiality, during the coun- 
seling process. 

The Boston Veterans Administration Regional Office (2) fol- 
lowed up 224 neuropsychiatrically disabled veterans, including 
psychoneurotics, psychotics, and brain injured. Forty-two had com- 
pleted training and were employed at the termination of training; 
forty-seven had completed training but were not yet employed. 
These eighty-nine, or about 40 percent, were considered as reha- 
bilitated. Forty-five percent of the orthopedically disabled were 
rehabilitated. A follow-up study at the St. Paul V.A.R.O. (13) 
found 53 percent of a group of neuropsychiatrically disabled vet- 
erans classifiable as rehabilitated. This compares with 62 percent 
of those with other than neuropsychiatric disabilities who were 
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rehabilitated, Psychotics were less successful than psychoneurotics 
—39 percent compared to 56 percent (see Table 2). 


TABLE 2. Percent of Success in Training of Disabled World War II 
Veterans by Selected Disability Category 


Disability Category Number of Trainees % Rehabilitated 
Psychotics in Remission 311 39 
Psychoneurotics 1,676 56 
Nonneuropsychiatric 10,672 62 
Total 12,659 61 


Note: (a) All differences are significant at the .01 level. (b) The combined population of 
“Bounce: "Prom Joheson e Re Eo and Patton, C. H (3). 

Princenthal (23) compared fifty veterans with psychotic diag- 
noses with fifty having psychoneurotic diagnoses and one hundred 
With physical disabilities. Significantly more of the combined neu- 
TOpsychiatric group changed vocational objectives, but this was 
mainly on the part of the psychoneurotics rather than of the psy- 
chotics. He also found that of those who began a training program, 
78 percent of the physically disabled, 61 percent of the psychoneu- 
rotics, and 53 percent of the psychotics completed the training. The 
difference between the latter two groups was not significant, and 
the difference between the psychoneurotics and the physically dis- 
abled was significant at the .02 level. The neuropsychiatric group 
Was rated significantly higher in terms of severity of disability, 
however, and the psychotics were rated higher than the psychoneu- 
Totics, The psychotics more frequently failed to complete the coun- 
Seling process, also. In Condon’s study (6), fifteen psychiatrically 
disabled veterans had nearly twice as many revaluations of voca- 
tional objectives as twenty-one physically disabled veterans. Lipsett 
and Smith (17), however, in a six-month follow-up, found that 
Veterans with psychiatric disabilities did not differ from those with 
Other disabilities in the proportion continuing in the original train- 
ing objective. The degree of disability is not given, however, and 
the follow-up period was brief. It is likely, as was customary in 
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such centers, that only those veterans with low disability ratings 
were counseled. 

A report of a national survey based upon a 5 percent random 
sample of disabled veterans receiving rehabilitation services is in 
agreement with these conclusions (36). Veterans with neuropsy- 
chiatric disabilities discontinued training prior to completion more 
frequently than veterans with other disabilities. The rate of com- 
pletion also varied by occupational objective, however, so that it 
might be possible that the high discontinuance rate for the neuro- 
psychiatrically disturbed was related to a different distribution 
among occupational objectives, though this is unlikely to account 
for the entire difference. Completion rates also varied with educa- 
tion, age, number of dependents, as well as degree of disability. 
Apparently none of these variables was controlled. The proportion 
of psychoneurotics completing training was 57.3 percent; for those 
diagnosed as psychosis the corresponding figure was 43.0 percent. 
These rates compare to 66 percent of all disabled completing train- 
ing. No analysis by occupational objective was attempted, prob- 
ably because the numbers in many occupations would be small. 

There appears to be no question but that it is more difficult to 
rehabilitate the emotionally disturbed than the physically disabled. 
Those classed as psychoneurotics are not so difficult to rehabilitate 
as the psychotics. Studies that report high percentages of success 
with the emotionally disturbed usually deal with a few highly se- 
lected cases given intensive and extensive service. Lockwood, for 
example, reports 80 percent success in job placements with highly 
selected cases (18). 

Woodward in a workshop (40, p. 23) optimistically states that 
the incidence of success with mental patients is as good as for 
other types of disability, and reports a study of his in which 77 
percent were successfully rehabilitated, and only four out of 102 
patients were relapsed at the time of follow-up (interval not 
stated). However, this result apparently was directly related to the 
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selection of patients for rehabilitation, since he stressed the need 
for proper screening for good results. 

Among the factors responsible for poor results is no doubt the 
attitude of employers and the public, with which we will deal in 
the following chapter. But also important is the nature of the dis- 
ability, which, as has been noted earlier, is pervasive, affecting the 
total functioning of the individual, personally and socially as well 
as in the performance of specific occupational duties. 


STUDIES OF FACTORS RELATED TO SUCCESS IN ADJUSTMENT 


In view of the lower success ratio of the emotionally disturbed 
in training programs and in placement, it would be extremely help- 
ful if we knew what factors were related to success or lack of suc- 
cess. A few studies have suggestions to make in this area. The fact 
that those diagnosed as psychoneurotic have a higher success ratio 
than those diagnosed as psychotic suggests that this broad diagnos- 
tic distinction is of some value. However, many psychoneurotics 
fail, and many psychotics succeed. It is not possible to use this 
diagnostic distinction as a basis for accepting or rejecting a client 
for vocational rehabilitation services. 

It is probably true that the emotionally disturbed, because of the 
Beneral effect of the disability, do not function as efficiently or 
Produce as much on the job. Kessler, however, writes that "When 
Properly placed, they ( psychoneurotics) have good production 
records; in certain types of work, they may be better than normal" 
(16, p. 156). Much has been made of the conscientiousness and 
Perfectionism of the compulsive psychoneurotic. But the general 
attitude appears to be that the emotionally disturbed make poor 
employees, There are numerous, though unsupported, statements 
in the literature suggesting that the emotionally disturbed have 
frequent absences, a high quit rate, high, accident rates, have nu- 
Merous grievances and complaints, and are disciplinary problems 
(7, 28). There are few data on this problem. Rusk’s study (27) 
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referred to above reflects favorably on the psychoneurotic in this 
respect. 

A study in England (19) found that one group of workers rated 
as “psychologically healthier” than the other produced more than 
the “maladjusted” group, but had more absenteeism, on an assem- 
bly job. The upper and lower 10 percent in production among 
eighty grid casters showed no differences in psychological adjust- 
ment, although those below average in production and rated job 
adjustment were introverted, lower in intelligence, lacking in am- 
bition, and had histories of job changes. But those rated high in 
mental stability and intelligence had no better production than 
those rated low, although those low in intelligence but with aver- 
age mental health were low in production, except for one worker 
classified as an obsessive character. The author concludes that “In 
general the assumption that workers who have a psychological 
handicap such as a neurosis or poor intelligence often fit badly 
into industry and produce less than the average worker was not 
confirmed” (19, p. 100). It should be noted, however, that these 
were all men who were presumably within normal limits, who had 
had no difficulty in obtaining or keeping employment, and who 
were thus in no sense seriously disturbed. The findings would per- 
haps be different with more severely disturbed subjects, and most 
probably would be with subjects with psychotic diagnoses. 

In Stellner's study (30) only 17 percent had not lost some time 
from the job. In Sprol's study (29) psychoneurotic trainees were 
more often reported as being absent because of illness an unreason- 
able amount of time (twenty-two, compared with eight nonpsycho- 
neurotics); as having unauthorized absences (five and three); as 
having an unsatisfactory rate of production (nine and four); as 
doing an inferior quality of work (five and one); and as showing 
inadequate progress (fifteen and four). Other difficulties of a psy- 
chological nature were more frequently reported for the psycho- 
neurotics: inability to get along with the trainer (seven and zero); 
unable to get along with other employees (six and one); lacks 
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sense of responsibility (three and zero); lacks initiative (two and 
zero); uncoóperative (sixteen and nine); constantly complaining 
(six and one). These are characteristics frequently charged against 
the emotionally disturbed, and may be justifiable complaints. 
However, it would appear that they are present in relatively few 
Psychoneurotics, since there were 106 veterans in this category 
altogether, and it is likely that many, if not most, of these com- 
plaints were about the same veterans. The veterans themselves had 
certain complaints, which were more frequent among the psycho- 
neurotics: reports that job aggravated disability (eighteen and 
five) ; considers job too hard, though disability not aggravated (six 
and one); states that the training employer is not codperative 
(twenty and one); dissatisfied with quality of instruction (thirteen 
and one). These latter complaints may have been justified in many 
Cases, since the supervisor reported that the working conditions 
Were unsatisfactory (seven and one), the quality of instruction 
Poor (ten and one) and the employer not coóperative (fifteen and 
Zero) more frequently in the case of the psychoneurotics. This sug- 
Bests that perhaps the difficulty in placing the emotionally dis- 
turbed results in the acceptance of inadequate training situations 
rather than none at all. It is presumed that the two groups were 
equally well suited in terms of aptitude and ability for their voca- 
tiona] training objectives, since all had been counseled and ap- 
Proved by the Veterans Administration. 

In the extensive study by the Bureau of Labor Statistics (5) only 
the physically disabled were included. However, peptic ulcer, com- 
monly considered a psychosomatic disability, was among those 
Studied, This group was inferior to its matched control group, be- 
ing more often involved in disabling injuries, less regular in work 
attendance, more often absent because of illness, and showed a 
higher voluntary quit rate. f 

Evidence from the emotionally disturbed themselves regarding 
reasons for leaving a job is available. Pratt’s study (21) obtained 
the veterans’ stated reasons for leaving a job. Of the fifty-one who 
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had left a job, sixteen said it was too noisy, eight stated that the 
pace was too fast, eight that the work was too strenuous, three 
that it was too hot, and sixteen stated that the reason they left was 
because of an increase in their symptoms, without specifying any 
cause. Those who changed jobs in Stellner's study (30) gave as the 
chief reasons fatigue, irritability, backaches, and feelings of con- 
finement. 

Jacques and Crook (11) studied 150 emotionally unstable Ca- 
nadian soldiers who were retained in service and reassigned after 
thorough study. They concluded that being free to set one’s own 
pace of work and being on a job in which there was an interest 
were the most important conditions for good occupational ad- 
justment. 

Balinsky’s study (1), which was mentioned earlier in the dis- 
cussion of feasibility for training (Chapter 6), is pertinent here 
also. Poor occupational adjustment in a group of twenty-one coun- 
seled schizophrenics was found to be related to poor social atti- 
tudes, low drive, flat emotional expression, disturbed behavior, 
tense home situations, and depressed motility (as found on the 
O'Connor Finger and Tweezer Dexterity and Minnesota Form- 
boards Tests). This last is significant in terms of our discussion 
in Chapter 9 on psychomotor speed, and probably would be related 
to poor production. The factor of a tense home situation is one 
that has been frequently mentioned as being related to the general 
adjustment of patients discharged from mental hospitals, Balinsky 
found no relationship between success and diagnosis (type of 
schizophrenia), age at first time of hospitalization, number of 
times in the hospital, amount of work experience, and amount 
of education. Others have suggested that these are important fac- 
tors, however, usually without experimental evidence. Balinsky's 
conclusions are based on a small number of cases, and might not 
be supported by further research. 

White (37), reporting on a sample of psychiatric cases attend- 
ing an Industrial Rehabilitation Unit (sheltered workshop) in 
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England, lists two factors as indicative of good occupational prog- 
nosis: the previous level of skill, and previous stability of employ- 
ment. These are probably related to the severity of the disorder, 
the insidiousness of onset, and its chronicity. However, like Ba- 
linsky, White found no relationship between success and diagnosis. 
Also, the incidence of previous mental hospital treatment was 
higher in the satisfactory group than in those with unsatisfactory 
adjustment. Perhaps of more value is the observation that later 
occupational adjustment could be rather accurately predicted by 
adjustment in the workshop. This is an argument for the use of 
sheltered workshops with the emotionally disturbed. 

Princenthal, in his study previously referred to (23), compared 
those veterans receiving psychotherapy with those not having psy- 
chotherapy. While the total neuropsychiatric group was less suc- 
cessful than the physically disabled, those receiving psychotherapy 
Were not significantly less successful. This was true of the psy- 
chotics alone also. This is interesting in view of the probability 
that those receiving treatment were the more seriously disturbed. 
Princenthal did not determine if the treated veterans possessed 
higher disability ratings, however. This interesting result should 
be checked in larger samples, Uecker (34), finding no difference 
between the achievement and aspiration levels in his groups of 
Paranoid schizophrenics and psychoneurotics, feels that psychother- 
apy and rehabilitation counseling are perhaps important factors. 

Stotzky (32) studied the adjustment of schizophrenic patients 
to Manual Arts Therapy and Educational Therapy, in relation to 
interests and aptitude. In a preliminary study patients rated good 
in performance in these rehabilitation activities did not differ from 
those rated poor on the Kuder Preference Record, the California 
Occupational Interest Inventory, the Brainard Occupational Pref- 
erence Inventory, the Bennett Mechanical Comprehension Test, or 
the O'Rourke Mechanical Aptitude Test. The Minnesota Clerical 
Test did differentiate the good from the poor performers in Edu- 
cational Therapy. An interest test consisting of items related to 
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activities performed in the hospital in general and in rehabilitation 
activities was constructed. A Manual Arts Therapy Test was also 
constructed, including items of information in the areas covered 
in the therapy: woodworking, auto mechanics, machine work, elec- 
trical work, and printing. For patients in Educational Therapy, the 
Revised Beta Examination and three subtests of the Detroit Retail 
Selling Inventory were used. 

The patients were all schizophrenics, Therapists rated them for 
work habits and skills, work attitudes, and interpersonal relations 
on the job. Ratings in these three areas correlated from .72 to .91, 
indicating a common factor, probably of general adjustment. The 
therapy groups were split into high and low sections on the basis 
of total rating. The ratings were related to outcome of total treat- 
ment in terms of progress in hospital work assignment or discharge 
to employment. The aptitude tests differentiated between patients 
rated high and low in both Manual Arts and Educational Therapy, 
for two samples. The interest test did not discriminate in the one 
sample in which it was used. The aptitude tests also were signifi- 
cantly related to treatment outcome. While it may be that the apti- 
tude tests merely showed that those who knew something about 
the activities performed well in them, the fact that the rating in- 
cluded attitudes and interpersonal relations suggests that more than 
this factor was operating. More likely is the probability that both 
tests and ratings measured the general stage of improvement or 
adjustment of the patients. Even so, however, it is useful to have 
such measures, both prior to therapy from tests, and during therapy 
in the form of ratings. Again, a sheltered workshop type of situa- 
tion predicted later job adjustment. 

An extensive study of 138 clients in a Vocational Adjustment 
Center, a sheltered workshop situation, of whom the majority were 
emotionally disturbed, mentally retarded, or epileptic, found no 
relationship between successful completion of the program and 
sex, age, educational background, or previous employment (10). 
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The evaluation of the employability of the clients at the end of the 
training period was closely related to later employment status. 

Follow-up found little change or improvement in the clients in 
terms of clinical symptoms or basic personality. This supports the 
Suggestion made in earlier chapters that clients may be able to 
make a good vocational adjustment while continuing to be per- 
sonally and socially maladjusted in many other respects. Gellman 
has suggested this in his hypothesis that vocational adjustment is 
not a direct function of personal adjustment (9). Nevertheless, 
“The work situation demands a certain measure of social coópera- 
tion from all of its participating members. The person who must 
act out his impulses, even where these impulses lead to socially 
appropriate behavior, is at a distinct disadvantage. By contrast 
the passive, apparently withdrawn person, who is incommunicative, 
who is ‘on the fringe’ of the group, who bothers no one, may some- 
how adjust if he can meet the minimum standards set by the em- 
Ployer" (10, p. 178). Clients with problems in the area of impulse 
Control were felt to be the most difficult to rehabilitate, Excessive 
emotional immaturity was a second reason for failure. Simple in- 
Capacity, even in clients with IQ's as low as 50, was seldom a rea- 
Son for failure, 

Jones (14) in his follow-up of about one hundred patients of 
the Industrial Neurosis Center (see Chapter 14 for a description 
Of the Program) six months following discharge found several 
factors related to success in employment. Married patients were 
More successful than the single. Those who had had no previous 
Psychiatric treatment were more successful, although they were a 
Minority of the total group, which might be expected since those 
Who had already had considerable treatment were no doubt more 
resistant to change. Diagnosis was related to success, with depres- 
Slves being more successful, schizoids and schizophrenics and PSY- 
chopaths being less successful, and those with an undetermined 
diagnosis being poorest. Those with a longer period of illness prior 
to admission were also less successful. The type of treatment re- 
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ceived at the Unit was related to success, with those receiving indi- 
vidual psychoptherapy being most successful. Participation in the 
workshop program was also prognostic of success, and evaluation 
of success in workshop activities by the instructor was related to 
later occupational adjustment. Certain other ratings and evalua- 
tions by the staff were predictive of future success, including the 
evaluation of the patient's employability by the senior psychiatrist, 
the nurses’ ratings of coóperation and adjustment in the ward, and 
ratings of progress by the patient's doctor. The last factor—prog- 
ress during the program—is significant, in that it indicates that the 
severity of the condition alone does not determine success, but also 
the capacity for improvement. The very ill patient who makes con- 
siderable progress has a better prognosis than the mildly ill patient 
who shows little improvement. 

It appears that personality characteristics affecting interpersonal 
relations, both with employers and fellow employees, interest and 
motivation, ability to turn out good work with sufficient speed, 
remaining on the job, and being engaged in work that is not dis- 
turbing to the individual's disabilities are important in the attain- 
ment of occupational adjustment. These are, of course, factors in 
the occupational success of the nondisabled. In the case of the 
emotionally disturbed, it is probably more difficult for the indi- 
vidual to meet the minimum requirements, and fewer of them are 
able to do so. 

It is interesting that, while there are those who complain about 
noise, heat, the speed and pressure of work, etc., a number of stud- 
ies have found emotionally disturbed individuals functioning suc- 
cessfully in all these work environments. Sprol lists fifty jobs, by 
D.O.T. title and code, in which veterans in his study were showing 
satisfactory progress in training. He writes that "Veterans who are 
supposed to be sensitive to such environmental factors as noise, 
distractions, odors, light, ventilation, temperature; and to working 
conditions, such as working in cramped quarters, around mechan- 
ical hazards, in high places, around electrical hazards, working with 
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other people, etc., are making satisfactory adjustments as Dry 
Cleaners and Spotters, Auto Mechanics, Electricians, Salesmen, 
Watchmakers, Painters, and Sheet Metal Workers” (29, p. 268). 
Tt would appear that counselors and medical consultants may have 
a tendency to list too readily environmental factors supposedly 
contraindicated for emotionally disturbed clients but which may 
Dot apply in any particular case. 


TRAINING VERSUS PLACEMENT 


There has been considerable emphasis upon the avoidance of 
long-term training programs, and of school training for the emo- 
tionally disturbed (26; 38; 39; 41, p. 28). Rockower writes that 

As a result of our case discussions with psychiatric consultants, 
Placement training rather than school training, is deemed to be 
More desirable for many netvous applicants. Such people find it 
difficult to adjust to new faces and new work situations. A job 
Placement that offers training possibilities calls for one less adjust- 
ment effort" (26, pp. 398-399). Another counselor writes: ‘“Train- 
Ing for categories other than epileptics has, as a rule, proven to be 
» failure, especially if the period of training extends over a year's 
time, The client with mental disorders becomes discouraged and 
another problem is created which results in the failure of the pro- 
Bram and in some cases, rehospitalization" (38, p. 8). Many clients 
ate apparently placed in jobs requiring little or no training on the 

asis of such opinions, and the fact that they are able to handle 
Such jobs is taken as evidence that it is the best thing for them. 
It May well be, of course, that “The majority of persons who are 
committed to a state hospital and who are eligible for the services 
Of vocational rehabilitation seem best suited for unskilled and 
Semiskilled jobs, which do not require long training or apprentice- 
ship” (38, p. 24). It was recognized, however, that some patients 
are capable of higher-level work, and in some cases even of a 

!Bher level of work than that engaged in prior to hospitalization. 

The V.A, program has demonstrated, however, that the emotion- 
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ally disturbed, though less successful than the physically disabled, 
do persist in good numbers through training programs ranging up 
to four years in length. The studies of veterans’ rehabilitation dis- 
cussed above involved training programs, followed by placement 
and a six-month follow-up to determine whether rehabilitation had 
been achieved. The veteran population is, it is recognized, different 
from the state hospital population. 

The opinion on the unsuitability of school training has not been 
based on any research evidence that emotionally disturbed clients 
are less successful in school training than in on-the-job training. 
Johnson (12) in his study of motor mechanics, however, did com- 
pare the relative success of neuropsychiatrically disturbed veterans 
in a combination institutional and on-the-job training program, 
and in an on-the-job only program. Only 18 percent of fifty-one 
veterans in the first category were classified as successful (com- 
pletion of training and/or employed in the field in which he was 
trained six months after leaving training), compared to 47 percent 
of ninety-one veterans in on-the-job only training. It should be 
noted, however, that for all other disabilities combined only 44 per- 
cent were successful in the first category, compared to 60 percent in 
the second. Johnson also suggests that the more severely disturbed 
neuropsychiatric veterans may have entered the program involving 
school training because it was easier for them to gain admittance 
to a trade school than to an on-the-job training situation. The 
results therefore cannot be accepted as proving that school training 
is contraindicated for the emotionally disturbed. Although there is 
no doubt tension induced by the pace of learning in a school 
environment, this environment is in many ways a sheltered one, 
and it would appear to be desirable in many cases to precede job 
training or competitive employment with some school training. 
Such training should give the client confidence in his ability to 
handle a job. 

As we pointed out in the preceding chapter, we must consider 
the detrimental effects of the client engaging in work considerably 
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below his potential, as well as the strain of a learning situation. 
It is doubtful if any blanket proscription of institutional training is 
justified. Much would depend on the individual client, the occupa- 
tional objective, and the particular school. A client with adequate 
ability and appropriate interests, who has made a good recovery, 
should be given the opportunity of preparing for an occupation 
through institutional or academic training. 


SUITABLE OCCUPATIONS FOR THE EMOTIONALLY DISTURBED 


Other studies support Sprol's finding that the emotionally 
disturbed are functioning successfully in a wide variety of occu- 
Pations (38). Rennie, Burling, and Woodward (24) report that a 
follow-up study of 2000 former mental hospital patients found 
them working in more than 300 types of jobs, covering the whole 
range from the professions to unskilled labor. Records of the 
Veterans Administration indicate that veterans with neuropsy- 
chiatric disabilities have been trained in every occupational field 
in which veterans with other disabilities have been trained. There 
is no evidence that the distributions of the emotionally disturbed 
and those with other disabilities among the occupational groups, or 
are significantly different. 


e . " 
ven among specific occupations, 
f success vary among 


It is possible, however, that the ratios O 
Occupations or types of occupations. If this is so, such information 
Would be of some help to counselors of the emotionally disturbed. 

it were known, for example, that the emotionally disturbed were 
Tarely successful in training for and enter 
ut were quite successful in others, this i 
to the prognosis in counseling. 

So far, however, there is little information in this area. In 
Johnson's study (12), the nature of the disability was found to be 
related to success in the training of motor mechanics. The neuio- 
P SYchiatrically disturbed veterans were least successful in training 
‘a program of school followed by on-the-job training, 18 pu 
9f the neuropsychiatrically disturbed being successful, compare 


ing certain occupations, 
nformation would add 
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to 44 percent of all disabled. In an on-the-job only training pro- 
gram, the neuropsychiatrically disturbed were successful in 47 
percent of the cases compared to 60 percent of all disabled. In this 
latter program those veterans with respiratory disabilities were 
even less successful than the neuropsychiatrically disturbed, how- 
ever (37 percent). Within the neuropsychiatric group not a single 
veteran with the diagnosis of psychosis was successful (N — 20) 
in either type of training program. There was very little difference 
among the remaining categories, including psychoneuroses and 
neurological disorders. The difference between the rates of success 
for those in the two types of training programs may be due to the 
more severely disabled entering the school on-the-job program 
because of being able to gain admittance to a school more easily 
than being accepted for on-the-job training. 

These results led to a study to determine if there were differen- 
tial rates of success of the neuropsychiatrically disabled, compared 
to the physically disabled, in various occupations. Because of the 
apparent difference between those diagnosed as psychotic and 
those diagnosed as psychoneurotic, these two groups were treated 
separately.’ 

Data on all male, white, disabled veterans who had entered 
training under Public Law 16 in Minnesota from the beginning of 
the program in 1943 who had by September of 1951 dropped out 
of training or had been classified as rehabilitated were collected. 
The sample included 311 diagnosed as psychotics, 1676 diagnosed 
as psychoneurotics, and 10,672 with nonneuropsychiatric disabili- 
ties. To be classified as successful (rehabilitated) a veteran had to 
have completed the training program and/or have been found em- 
ployed in the occupation for which he had been training, or 4 
closely related one, six months after completing or dropping out 
of training. 

1 The remainder of this section is taken from Johnson, R. H., and Patterson, C. H- 


(13) with the permission of Dr. Johnson and of Dr. C. G, Wrenn (ed.), Journal 
of Counseling Psychology. 
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All veterans had been approved for a particular training pro- 
gram after vocational counseling by V.A. counselors. Before a com- 
parison of success ratios by occupation can be interpreted, it is 
necessary to know whether the counselors controlled the distri- 
bution of trainees among the occupations differentially for the 
neuropsychiatrically and the nonneuropsychiatrically disabled. A 
comparison of the distributions of the two groups among thirty- 
four different occupations and a miscellaneous group indicated that 
there was no difference. Therefore, veterans with neuropsychiatric 
disturbances did not choose, or were not directed into, any occupa- 
tions more frequently than the nonneuropsychiatrically disabled. 
Table 3 gives the relative success ratios by major occupational 


TABLE 3. Percent of Success in Training of Disabled World War II Veterans by 
Occupational Groups and Selected Disability Category 


@) ) OF 

Occupational Psychotics Psychoneurotics Nonneuropsychiatrics 
Category N % N % N % 
si ofessional so 56 245 66 2008 69 
Miprofessional a 32 25 n6 5l T5 55 
onagerial 29 55 192 57 1457 6 
Sirial? ds 33 106 46 61 5 
ns 1 42. 108-55 67 59 
Service 10 50 3 32 150 6 
geticultural 29 57 19 7 i260 72 
Sales 100 30 622 50 3519 59 
Miskilled and unskilled 10 10 55 38 253 48 

Total 311 1676 10672 


prm ee ee ES 


è i igni .01 level. 
o The differences between a and b and a and c are n the 


* differences be d ignificant 
o n es between a and c are signiical 
Sate differences among all categories are significant at ae level. 
CB: From Johnson, R, H., and Patterson, C. H- (13)- 


Broups, It appears that while there are no differences in the success 


ratios for professional occupations, in the semiprofessional occupa- 
tions the psychotics are less successful than the psychoneutotics is 
€ nonneuropsychiatrically disabled. In the clerical occupation 
i Psychotics are less successful than the nonneuropsychiatric 
8toup, but not significantly less successful than the psychoneurotics. 
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For the skilled trades, the psychotics were less successful than the 
psychoneurotics, who in turn were less successful than the non- 
neuropsychiatric group. No conclusions can be drawn about the 
semiskilled and unskilled, even though none of the psychotics was 
successful at this level. The nature of the program, involving ex- 
tended training, meant that relatively few cases would be classified 
in these categories. 

Table 4 reports the analysis by thirty-four different occupations, 
plus two miscellaneous groups. The first point of note here is the 
relatively few significant differences. This must be interpreted in 
the light of the small numbers of cases in many of the occupations, 
particularly in the psychotic group, which precludes many statis- 
tical comparisons for this group. However, analysis of those occu- 
pations including nine or more cases indicates that veterans with 
a psychotic diagnosis are less successful than the nonneuropsychi- 
atrically disabled in training in motor mechanics, in other mechan- 
ical occupations, in other occupations not elsewhere classified (all 
at the .01 level), and as commercial artists, bookkeepers, and semi- 
skilled workers (.05 level). 

Veterans with a psychoneurotic diagnosis are less successful as 
motor mechanics (.01 level), retail managers, bakers, upholster- 
ers, and shoemakers (.05 level). Those with a psychotic diagnosis 
are less successful than those with a psychoneurotic diagnosis as 
draftsmen, motor mechanics (.01 level), and in other mechanical 
occupations and other occupations N.E.C. (.05 level). 

The results are thus relatively meager. Because of the number of 
tests of significance, some of the findings could be the result of 
chance. However, many of the differences reported as significant 
at the .05 level actually reached significance at the .02 level. Defi- 
nite interpretations or conclusions are not warranted. Larger num- 
bers in the groups, if the percentages successful remained the same; 
would no doubt produce more significant differences, Nevertheless 
several tentative suggestions may be made. 

1. There seems to be no support for the idea that the emotion- 
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TABLE 4. Percent of Success in Training 12,659 Disabled World War II Veterans 
by Selected Occupations and Disability Category 


Psycho- Nonneuro- 
Three Digit Psychotics neurotics psychiatrics 
Occupational Title D.O.T. Code N Fo N % N % 
Accountants 0-01 8 75 47 51 400 61 
Reporters 0-06 4 75 17 65 93 69 
Engineers 0-7,15-21 10 40 41 59 456 67 
Lawyers 0-22 3 67 13 "I 79 68 
Social workers 0-27 1 00 12 67 51 80 
"Teachers 0-11,0-24,0-30-55 14 64 66 83 506 75 
Personnel workers 0-39 4 50 19 68 168 74 
Commercial artists * 0-44 13 23 21 48 131 58 
Draftsmen **xx 0-48 9 00 23 52 210 47 
Retail managers + 0-72 4 50 51 53 425 67 
Jr. executives 0-97,98-99 22 55 107 55 822 63 
Bookkeepers * 1-01 14 21 47 43 281 55 
Stock clerks 1-38 4 25 10 70 78 62 
Sales, insurance 1-57 1 00 20 65 62 56 
Salespersons 1-75 3 33 27 59 172 68 
Sales, consumers 1-80 4 15 40 38 215 54 
Sales, wholesale 1-85,86,87,88 3 00 17 76 173 65 
Cooks 2-26 4 50 16 38 62 40 
Barbers 2-32 5 60 14 64 72 75 
Farmers 3-01-09 20 65 184 76 1215 73 
Bakers 4 4-01 4 00 16 25 7 59 
Cabinetmakers 4-32 1 100 26 69 120 60 
Upholsterers + 4-35 7 239 22 23 86 48 
Printers 4-44-50 11 82 39 62 196 70 
Shoemakers + 4-60 7 14 30 27 106 52 
Watchmakers 4-71 3 00 15 80 142 68 
Machinists 4-75-76 2 00 22 36 177 51 
Sheet metal workers 4-80 2 50 15 60 82 65 
Electricians 4-97 5 60 33 55 201 63 
Carpenters 5-25 4 50 30 73 202 66 
Plumbers 5-30 o 00 18 67 98 71 
Meat cutters 5-58 0 oo 11 55 81 74 
Mech., motor **xx 5-81 20 00 122 43 610 59 
Mech., other **x 5-83 18 22 120 48 672 52 
Semiskilled * 6-8 9 a 51 41 220 55 
Other occupations N.E.C.**x 68 40 314 54 1933 58 
Grand Total 311 39 1676 56 10672 62 


Signi i indi follows: Psychotics versus nonneuropsychiatrics: **.01, 
»_SiegiGcant Chi Squares, re indies enropsyehiatries: $01; 1,03 levels inis: 
Psychotics versus psychoneurotics: xx.0l. x.05 levels. All differences between psychotics an 
Nonneuropsychiatrics and psychoneurotics and nonneuropsychiatrics remain significant when the 
Combined psychotic and psychoneurotic groups are compared with the nonneuropsychiatric group. 


Source: From Johnson, R. H.. and Patterson, C. H. (13). 
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ally disturbed should be limited to the lower level occupations, that 
they should avoid professional occupations. Although less success- 
ful than the nonneuropsychiatrically disabled (though not signifi- 
cantly so) the psychotics are more often successful in professional 
occupations than in some other fields. In managerial and agri- 
cultural occupations they are also relatively successful. The psy- 
choneurotics also are relatively successful in these fields. This 
suggestion is dependent on the expectation that the success ratios 
for professional and managerial trainees will be similar following 
entrance upon regular employment. Trainee situations for some 
semiprofessional and skilled trade occupations may be more akin 
to the competitive job situations following the training period than 
is true for trainees in the professions. 

2. The types of jobs in which the psychotics are relatively un- 
successful suggest that perhaps they should avoid skilled and semi- 
skilled trades. What the particular aspects of this work are which 
are unfavorable, whether it is the heavy, greasy, “dirty” nature of 
the work is not clear. There is some suggestion that perhaps detail 
work should be avoided (e.g., bookkeeping, commercial art, draft- 
ing). 

5. Psychoneurotics, while perhaps not being particularly suited 
to the trades, apparently are not unsuited to detail work. Their 
relative lack of success as retail managers, bakers, upholsterers, 
and shoemakers may indicate some problems in functioning in close 
contact with a few people, or in small business contacts with cus- 
tomers. 

These suggestive results appear to be consistent with the meas- 
ured vocational interests of the emotionally disturbed as discussed 
in Chapter 10. In addition to more frequently having professional 
level interests, the emotionally disturbed have been found to mani- 
fest little interest in the mechanical and scientific (technical) areas. 
However, there appears to be some disagreement, in the case of 
the psychoneurotics, with the finding that the emotionally dis- 
turbed, including psychoneurotics, tend to be low on the Clerical 
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and Computational scales of the Kuder. However, it should be 
noted that although the differences did not reach significance, the 
psychoneurotics are less successful than the nonneuropsychiatrically 
disabled in the clerical field and the clerical occupations (account- 


ing, bookkeeping). 


SUMMARY 


Counselors have frequently pressed for definite answers con- 
cerning the types of jobs suitable for variously diagnosed emo- 
tionally disturbed clients (39, p. 9; 40, p. 28). But there are no 
definite answers, either regarding any general limitations of the 
emotionally disturbed, or occupations particularly suited to this 
disability group. This is related to the wide variation among the 
emotionally disturbed, even among those with the same psychiatric 
diagnosis. s 

Studies seem to agree in showing that the emotionally disturbed 
have a lower rate of success in training and in obtaining and hold- 
ing a job than do other disabled. Those carrying a psychotic diag- 
nosis are less successful than those diagnosed as psychoneurotic. 
This is probably related to the fact that these diagnoses are related 
to the severity of the disturbance. 

Various factors seem to show some relationship to success. Per- 
sonality characteristics that make it difficult to get along with 
employers and fellow employees would seem to be a factor. Sen- 
sitivity to noise, dirt, grease, heat, and other unpleasant environ- 
mental conditions is also possibly important. And the ability to 
produce, with adequate speed and quality, is probably a factor. 
This latter is probably related to deficiencies in attention, concen- 
tration, and psychomotor speed and coórdination, which are par- 
ticularly characteristic of the psychotic. A 

A preliminary comparison of rates of success of psychoneurotics 
and psychotics in training for a number of occupations is reported. 
Psychotics appear to be relatively less successful in the clerical field, 
and in the trades, both skilled and unskilled. Psychoneurotics are 
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apparently less successful in the trades also. There is no support 
for the idea that the emotionally disturbed are not likely to be suc- 
cessful in the professional occupations, though the technical occu- 
pations are apparently less suitable. 

However, it would appear that there is no occupation that can 
be justifiably eliminated from consideration as possibly appropriate 
for a client with an emotional disturbance. There are apparently 
emotionally disturbed individuals functioning in every occupation, 
including those having the unfavorable characteristics mentioned 
above. It is possible, though it has not yet been sufficiently dem- 
onstrated, that there are specific occupations where the emotionally 
disturbed or those having a particular psychiatric diagnosis are 
very unlikely to succeed. More research is needed in this area. How- 
ever, it is anticipated that such research using current psychiatric 
diagnostic categories will yield relatively little specific information 
because of the great variability among those in the same diagnostic 
classification. What is needed is a study of the success of clients 
showing specific personal characteristics in various occupations. 
This would require that we be able to measure reliably and validly 
such characteristics as attention, concentration, speed of various 
motor performances, coórdination, coóperation, sensitivity to vari- 
ous environmental conditions, reaction to various types of stress, 
and other specific personality characteristics. If we knew the re- 
quirements of various jobs in terms of these characteristics, per- 
haps we could be more successful in counseling the emotionally 
disturbed. 

It would still be necessary to evaluate the individual job, how- 
ever, for its suitability for a particular client, since the same job 
will vary in different establishments. This is particularly true in 
terms of the environmental factors, That is, apart from the per- 
sonal requirements of a job, the client will be affected by the per- 
sonal-social situation in which he will be working, and this must 
be evaluated carefully on an individual basis. 

Until we have such instruments and data, the counselor must 
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operate on the basis of his more or less subjective evaluation of 
the occupationally significant personal characteristics of the client, 
using available tests and measuring instruments as aids, of course, 
and on his general knowledge of the personal requirements of vari- 
ous occupations. The work of the United States Employment Serv- 
ice on the personal traits required in particular jobs will be of 
value, even though the descriptions have not yet been validated 
(35). 

Rennie, Burling, and Woodward write that “Until we have ac- 
quired a good deal more factual data from which a sounder prog- 
nosis of vocational success of the psychiatrically handicapped can 
be made, there is bound to be a higher percentage of failure than 
is now found in work with the physically handicapped. Borderline 
cases will require cautious, experimental placement” (24, p. 83). 
The present writer would suggest, however, that even if we were 
able to do a much better job of counseling, placement, and prog- 
nosis, the proportion of emotionally disturbed clients who are not 
successfully rehabilitated would continue to remain higher than 
the physically disabled, unless as is frequently done at present, only 
the most favorable cases are selected for attempts at rehabilitation. 
There are exceptional cases of course. But because of the nature of 
the disability, its general effects, and the infrequency of complete 
recovery, the emotionally disturbed will always constitute a special 
problem in placement and employment. Zubin (44), writing about 
the goals of therapy in mental disorder, suggests that the goal can- 
not, at least in many cases, be restoration to the premorbid status, 
but that there must be a lower level of aspiration. Stubbins and 
Napoli (33) make the same point regarding vocational goals. 
Stotsky also writes that “In setting the goals for these (chronic) 
patients, it is important to remember that the chances for rehabili- 
tating them completely are poor. We must be realistic about the 
patient's potential, his assets and liabilities. Partial rehabilitation 
is better than none. One's aspirations for the [client] must not ex- 
ceed his capacity to realize these aims” (31, p. 106). Although 
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this is in general a desirable attitude for the therapist and coun- 
selor, and avoids a sense of disappointment and of failure and 
futility in his work, yet it should not prevent him from giving the 
client full opportunity for maximum achievement. There are many 
clients who, following an acute illness, can return to a functioning 
at or even above their previous level. And there are clients who 
have been chronically ill, and who recover sufficiently to be able 
to function at a higher level than their preillness or prehospital- 
ization level. 

The counselor must be realistic in his expectations. That is, he 
should not expect too much from the emotionally disturbed client. 
This does not mean that he should refuse the client an opportunity 
because the prognosis appears to be rather poor. Nor does it mean 
that he should attempt to have the client accept goals that are 
clearly below his potentialities. Our knowledge of the factors im- 
portant for success is so slight that we should be willing to gamble 
against long odds on the chance that this particular client will 
succeed. Instead of requiring a fifty-fifty chance of success, perhaps 
odds of ten to one might be accepted. However, the counselor must 
be prepared for the results. A counselor who needs the constant 
support of successful clients has no place in working with the 
emotionally disturbed. The counselor must be prepared to gamble 
much, but expect little in return, and be satisfied with any progress 
or success that the client may achieve. He allows for the possibility 
of the attainment of relatively high goals, but is satisfied with the 
client's attainment of limited goals. 

Research is needed to determine what jobs or types of jobs are 
most suitable for what types of patients. This requires a classifica- 
tion of jobs in terms of pertinent personal requirements, and a 
classification of patients in terms of significant personality factors. 
It is generally agreed that the present psychiatric nosology is not 
adequate. Psychiatrists have for a long time been dissatisfied, and 
have called for a thorough study and revision of the diagnostic 
classification system. However, attempts to devise a more useful 
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system have so far been unsuccessful. Factor analyses of symp- 
tomatology have resulted in some agreement on certain categories 
among hospitalized patients (see Chapter 1). A recent study by 
Monro (20) attempted to classify 200 nonhospitalized patients on 
the basis of thirty-five factorially defined traits. Thirteen types were 
defined, which do not correspond to textbook clinical entities, how- 
ever. Moreover, one-fourth of the patients could not be typed. It 
is possible that the emotionally disturbed vary so much among 
themselves that no system of classification can be developed. That 
is, there may be no clinical disease entities similar to the physical 
disorders, but only individual patients with an emotional disturb- 
ance that affects each one in a different way, depending on his 
Premorbid personality make-up. The emotionally disturbed then 
could not be classified into discrete types any better than can the 
normal population. 

If this is true, then it would appear that attempts at classifica- 
tion are doomed to failure. The only alternative is to develop in- 
struments of personality measurement of occupationally significant 
traits or characteristics that are reliable and valid. These instru- 
ments, of course, would be equally applicable to the physically 
disabled and the nondisabled. Effective vocational counseling of 
the emotionally disturbed, then, appears to depend on the develop- 
ment of such instruments, Such instruments are needed also before 
we can adequately define and describe the personal requirements 
of jobs and occupations, which is also necessary for effective voca- 


tional counseling. 
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TRAINING AND EMPLOYMENT 


CHAPTER 13 


Problems of Placement, Training, 
and Follow-Up 


a 


The best counseling will not result in vocational rehabilitation 
unless the client can be placed in suitable employment. For those 
clients who have no saleable skills and who must therefore be 
trained to become employable, placement is only postponed. If at 
the completion of training they cannot be placed, the training is of 
little value, Placement in suitable employment is therefore the ulti- 
mate objective of rehabilitation counseling, and in a sense the meas- 
ure of the success of counseling and training. 


WHO IS RESPONSIBLE FOR PLACEMENT? 

on of the rehabilitation coun- 
hen a decision 
the counselor 


Placement is not always a functi 
selor, In the Veterans Administration, for example, w 
is reached on a vocational objective in counseling, 
turns the client over to a Training Officer for induction into train- 
ing. If on-the-job training is decided upon, the Training Officer 
must locate an employer willing to accept and train the client. At 
the conclusion of the training program, of following counseling 
in the case of clients for whom immediate placement rather than 
training is indicated, the Training Officer attempts to place the 
ans in on-the-job training programs 


Client in employment. Veter 
ho provided the training. Even: 


often remain with the employer w 
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in the V.A. however, other resources for placement are often used. 
The V.A. does not operate a complete placement service, but uti- 
lizes and depends upon the State Employment Services. 

In state rehabilitation programs the counselor has more responsi- 
bility for placement. Even here, however, the services of the State 
Employment Services are frequently used. 

There are arguments pro and con for placement being included 
as a function of the counselor (23). It may be desirable for the 
client to work with a single person during the entire rehabilitation 
process. The counselor, in the process of counseling, comes to know 
the client intimately. Another person, even having the counselor's 
written report, cannot know the client so well. The client may have 
come to know the counselor also, and may find it hard to learn to 
work with someone else. Moreover, during the process of training 
and the early stages of employment, the client may need further 
counseling. Finally it may be argued that if the counselor is respon- 
sible for placement and follow-up, his counseling will be more 
realistic, since he will be better acquainted with job opportunities 
and the needs and demands of employers. 

There is no doubt of the value of the counselor continuing to 
work with the client throughout the entire vocational rehabilitation 
process. Shifting the client from one specialist to another may make 
it difficult for him. He must adjust to that many more persons. On 
the other hand, there are perhaps some advantages in having place- 
ment, supervision, and follow-up handled by someone other than 
the counselor. If counseling is a specialty, or a profession, it may 
be that the counselor should limit himself to this function. It is 
perhaps undesirable for the counselor to be responsible for numer- 
ous other functions. It may be unrealistic to expect one person to 
become expert in many different areas. He may become a Jack-of- 
all-trades but master of none. Placement can be considered a spe 
cialty in itself, requiring for its most effective performance the 
exclusive attention of an expert, who can devote full time to em- 
ployer contacts. 
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Some of the disadvantages of having placement handled by 
someone other than the counselor can be minimized. Perhaps some 
of the apparent disadvantages can become advantages. Although 
placement may be performed by a placement specialist, and train- 
ing supervised by someone other than the counselor, this does not 
eliminate the counselor from these stages of vocational rehabilita- 
tion. It is possible for the counselor to continue his relationship 
with the client, In fact, the counseling relationship may be retained 
more effectively if the counselor is not responsible for supervision, 
including some elements of direction, discipline, and other author- 
itative functions. The V.A. provides for the counselor to continue 
in the counseling relationship with the client, working with him 
on personal, social, and adjustment problems, but not being respon- 
sible for supervision of his performance, or the providing of med- 
ical and social services, or the administrative aspects of the training 
program. ' 

The disadvantage of changing personnel in the rehabilitation 
Process may not be as serious as it is often made to appear. First 
of all, there are frequent transfers, by choice or by necessity from 
one counselor to another. Secondly, the client is going to have to 
learn to adjust to different people, and should not become depend- 
ent on one person. It may be a desirable experience for him to be 
transferred to someone else for this aspect of his vocational reha- 
bilitation. Finally, as has been indicated, it is not necessary that the 
counselor sever his connection with the client during this part of 


the process. 


But be that as it may, whether or not the counselor is directly 


responsible for placement, supervision, and follow-up, he mai 
be concerned about the placement, training, and job adjustment o 
the client. He should be aware of employment prospects for the 
clients with whom he deals, with the training oppottünities, and 
With employer attitudes. He should be familiar with pe mec 
Of the community for assistance to the client neat - pn Rs 
Probably for his own ego satisfaction he should be familiar 
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the outcomes of his counseling, even if it does not appear to be 
necessary for counseling to continue during training and employ- 
ment. One of the claimed disadvantages of the V.A. Vocational 
Rehabilitation and Education Division program has been that this 
is not routinely or formally provided. Not all clients are followed 
by a counselor during the training program. And those who are, 
are often, if not usually, followed by a counselor other than the 
vocational counselor, since counseling has been divided into the 
vocational and the personal adjustment aspects. This was an expe- 
dient due to the lack of counselors qualified for both aspects of 
counseling, and is now being discontinued. It still may be preferred 
that the counselor who performs the vocational counseling does not 
continue with the personal adjustment counseling. Certain of the 
techniques of vocational counseling, such as information giving 
and testing and test interpretation—the use of external aids—may 
not be felt to be consistent with personal adjustment counseling. 
The relationships established, while both being essentially client- 
centered, may differ considerably. It therefore may be desirable to 
transfer the client to another counselor for this phase of counsel- 
ing. In fact, personal adjustment counseling often is begun prior 
to the completion of vocational counseling and carried on continu- 
ously with it by another counselor, just as psychotherapy may be 
continuous with vocational counseling and other phases of voca- 
tional rehabilitation. 

Although the V.A. counselor may not always learn of the out- 
comes in his successful cases, he invariably learns about the unsuc- 
cessful cases. He works daily with the Training Officers who are 
not hesitant to inform the counselor of the difficulties of the client. 
And, in the case of failure in training, the client is referred back 
for a reévaluation of the vocational objective, usually to the same 
counselor who originally counseled the client. 


EMPLOYER ATTITUDES TOWARD THE EMOTIONALLY DISTURBED 
Probably the greatest problem in the placement of the emotion- 
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ally disabled is the attitude of the public, and the employer in par- 
ticular, toward this group. 

Following World War II there was a tendency to minimize this 
problem. A number of follow-up studies of emotionally disabled 
veterans seemed to indicate that their disability did not constitute 
a great handicap in obtaining employment. Frosch eż al. in their 
study of 125 early discharges for neuropsychiatric reasons state 
that "In general, it could be said that little difficulty was encoun- 
tered in finding employment. Very rarely did employers raise the 
question of the reason for discharge from the Army. About one- 
third told their employer they had had ‘nervous breakdowns’ but 
this did not seem to make any difference" (11, p. 207). In Pratt's 
study (1 9), referred to earlier in Chapter 12, 79 percent of the 142 
veterans responding to the question as to whether their being dis- 
Charged because of nervousness made employers unwilling to hire 
them, reported no difficulty. Rusk (21) refers to a study in 1944 
of 6000 men discharged from service with neuropsychiatric diag- 
Noses, of whom 60 percent felt that the neuropsychiatric label had 
not been an employment handicap. Brill, Tate, and Menninger 
(5, 6) report that in their study of 4178 men replying to their 
follow-up there was little indication that they were discriminated 
against because of the nature of their discharge. Those who were 
unemployed attributed it to their poor health. About 26 percent of 
77.7 percent of 536 men with overseas service who were employed 
felt that the prospective employer showed some reluctance to hire 
them, and a fourth of this group reported "failure to pass physical 
exam” as the reason. Of the unemployed 39.4 percent felt some 
reluctance on the part of employers to hire. These authors conclude 
that "At least for the present a medical discharge for psychoneu; 
rosis in itself is no great obstacle in the way of getting a job” (5, 
P. 692), on the basis that employers actually hired the 26 percent 
Who reported difficulty. 

These surveys are probably not repres 
few years after the war and at present. 


entative of the situation a 
Several factors operating 
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during the war and shortly after affected the employment of the 
neuropsychiatrically disturbed veteran. First of all, there was the 
acute labor shortage, so that the labor market was unusually favor- 
able. Brill, Tate, and Menninger wrote that "It is also realized 
that it is relatively easy to obtain a job at present" (5). Switzer, 
writing of the beginning of rehabilitation efforts with the civilian 
emotionally disturbed, states that "In some ways it has been for- 
tunate that we have initiated this program during the war years 
when . . . the labor market [was] eager and willing to absorb 
any type of worker. . . . We do not expect these cases to have 
more than an even break as the labor market becomes more fluid, 
but we do hope that the experience of the war years will insure at 
least that” (25, p. 394). 

A. further factor favoring the employment of veterans was the 
publicity and the patriotic appeal to employers to employ the re- 
turning veteran. It should also be noted that the follow-up studies 
yielding favorable results were concerned with psychoneurotic vet- 
erans rather than those with a psychotic diagnosis. Few of the 
latter were discharged during the period of the war; they were hos- 
pitalized for longer periods in the services, and then often trans- 
ferred to V.A. hospitals for further treatment rather than being 
discharged. Many of these veterans are only now being discharged 
from V.A. hospitals. 

Even in 1948 employer attitudes were definitely not favorable. 
Sprol (24) reports a survey of employer attitudes by V.A. Train- 
ing Officers. They reported reasons given by employers for not 
hiring neuropsychiatrically disturbed veterans, The most commonly 
given reasons (of a total of twenty) were: (1) NP's are subject 
to moods, are argumentative, sullen, etc.; (2) NP's can't get along 
with other employees; (3) customers and good will would be lost 
if NP's were employed in jobs in contact with the public; (4) NP's 
lack initiative and ambition; (5) noises, odors, machines, etc., will 
affect the emotional stability of the NP's, One employer is quoted 
as saying: "I can find a place in my organization for any disabled 
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veteran except a psychoneurotic. I can't afford to have him around” 
(24, p. 264). 

There appears to be no doubt that the emotionally disturbed 
have greater difficulty in obtaining employment than do those with 
other disabilities. "At present there is a widespread tendency to 
avoid them" (29, p. 9). Having been in a mental hospital often 
results in blanket rejection by employers for any type of work. Em- 
ployers tend to think of the emotionally disturbed as falling in a 
single category, described by such terms as insane, "nuts," danger- 
ous, violent. "Employers share the general attitude, characteristic 
of the public at large, that every mentally ill person is a violent 
maniacal type of individual" (4, p. 531). Such an attitude leads 
to a general reluctance or even refusal to hire anyone who is "nerv- 
ous” or emotionally disturbed. All such persons are assumed to be 
poor workers, difficult to supervise, disliked by other employees, 
etc. 


BASES FOR EMPLOYER ATTITUDES 


One of the bases for the attitudes of employers, attitudes shared 
by the general public, is lack of understanding of the emotionally 
disturbed, It is this lack of understanding that leads to the classi- 
fication of all the emotionally disturbed as violent and dangerous. 
There is no recognition of the great differences in the degree and 
Nature of the disturbance among them. Woodward and Rennie 
Write that "There is no reason to believe that employers have 
Wanted to discriminate against nervous veterans; it is simply a mat- 
ter of not understanding nervous conditions as well as the more 
Obvious physical handicaps, such as lost or impaired hearing or 
Vision, lost hand, leg or fingers, or a weak heart" (35, P. 35). 

Lack of understanding is related to lack of information. Em- 
Ployers lack information that would enable them to understand the 
emotionally disturbed. This lack of information and understanding 
Opens the way for susceptibility to misinformation and the opera- 
tion of prejudice. It also fosters fear of the emotionally disturbed. 
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What we don’t understand, what seems patently different from us, 
we tend to fear. 

Besides the lack of information and understanding, and the fear 
which they engender, it is also true that the attitudes of employers 
have some basis in fact. Any large concern has in its employ at any 
one time a number of more or less emotionally disturbed persons, 
who are not recognized or labeled as such. Most of these probably 
pass unnoticed—possibly some are considered a little queer, but 
they perform their jobs and cause no trouble. But besides these 
larger numbers of the minor emotionally disturbed, many employ- 
ers have had an experience, or a few experiences, with a severely 
disturbed employee, who has perhaps caused considerable difficulty 
and expense to the business. Now when the terms "nervous" and 
“emotionally disturbed” are used, it is these few rather than the 
more numerous unnoticed emotionally disturbed who come to an 
employer's mind. It is true that some of the emotionally disturbed 
cause serious trouble to an employer. And it is difficult if not im- 
possible to guarantee that any particular client will not at some 
time develop an acute disturbance, and become violent, or upset 
enough to cause considerable difficulty to the employer. True, they 
are in the minority—but these are just the clients whom the coun- 
selor wants to place, and finds the greatest difficulty in doing so, 
and can give the employers the least reassurance about. The fears 
of the employer are thus potentially justified in some cases. 

The employer is also perhaps justified in fearing that the emo- 
tionally disturbed may be less efficient than the average worker. 
We have seen in the previous chapter that there is some evidence 
of this. The counselor or placement officer cannot unequivocally 
state, with many clients, that they will be efficient, that they will 
be able to maintain production, that they will be on the job always 
when needed. Some of them will not, And they may require more 
attention and special handling in some cases, The emotionally dis- 
turbed, in other words, in many cases are unlike the physically 
disabled. A physically disabled client, when properly placed, is 
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very likely to be as good or better than the nondisabled worker. 
He may require certain alterations in the working environment, 
but when these are provided, he usually needs little if any further 
attention. The emotionally disturbed, on the other hand, may be 
handicapped to some extent, because of the nature and pervasive- 
ness of the disability, no matter how well placed they are. In other 
words, it is not possible to sell the emotionally disturbed client to 
the employer as easily as the physically disabled. 


EDUCATING THE EMPLOYER 


There is a great need for educating the employer, along with 
the general public, in the area of emotional disturbances. Progress 
1s being made in this area, by local, state, and national mental 
health organizations, but more needs to be done. The publicity and 
Support given to the employment of the emotionally disturbed 
falls far short of that given to the physically handicapped. Many 
of those who are very active in gaining an opportunity for the 
Physically handicapped want nothing to do with the emotionally 
disturbed. The physically disabled themselves often do not want 
to be identified with the emotionally disturbed in employment 
drives, 

General education regarding the n 
ability of mental disturbance is help 
makes it difficult to go too far in this type of education. Generaliza- 
tions that can be made are few, and not particularly helpful or 
appealing. Examples and case studies are not as useful as with the 
physically disabled. They don't have the public appeal, they are 
DOt dramatic enough, or if they are they are atypical, and it is 
difficult to find clients who are willing to be exposed to the public 
view, 

All this means that education mu : 
Matter, with the individual employer and the individual client. 
One of the best ways of educating an employer is through placing 
àn individual client. The counselor or placement specialist in this 


ature and particularly the vari- 
ful. But the variability itself 


st be more of an individual 
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way is able to teach by the case method in a sense. The employer 
is placed in a situation where he can learn from first-hand ex- 
perience what the emotionally disturbed are like. The counselor 
helps him to understand the client, to know what to expect of him, 
how to react to him, etc. With first-hand experience with such a 
client the employer loses his fear. He comes to see the emotionally 
disturbed as human beings, as like everyone else, like himself, in 
the most basic things. Even if the particular client does not work 
out well, or has a relapse of his illness, the counselor can help the 
employer to understand the situation. If he has come to see the 
client as an individual, another human being, the employer will 
not be fearful or mystified by the development of abnormal be- 
havior in the client. He will not necessarily refuse to accept another 
emotionally disturbed employee. 

The question is sometimes raised as to whether the client, or the 
counselor, or placement specialist should inform the employer of 
the nature of the disability. Many clients fear doing so. They not 
only are reluctant to have any one know the nature of their dis- 
ability because of embarrassment or shame, but they feel that it 
will reduce or eliminate their chances of being hired. It is rather 
generally agreed, however, that the employer should be informed 
(27, p. 58; 30; 32, p. 24). Psychiatric diagnostic terminology 
should not be used. Instead, the disturbance may be refered to as 
emotional or nervous. If the client has been hospitalized, this 
should be mentioned. The effects of the disturbance, in terms of 
personality characteristics and work effectiveness, should be dis- 
cussed. Where there are particular or peculiar characteristics, they 
would eventually be noticed by the employer, even if he had not 
been told that the client was emotionally disturbed. His attitude 
toward the client under these conditions might be very unfavorable. 
But if he is told of the disability, and of its manifestations, he 
knows what to expect, and is not surprised and perhaps fearful of 
angry when they appear. Dorman (9) reports that employment 
managers felt that the hospital must give the employer adequate 
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information about the discharged patient, and that conferences 
with psychiatrists and social workers helped the employer to un- 
derstand mental illness. 

But the initial reaction of a prospective employer may be quite 
unfavorable when he is approached about hiring an emotionally 
disturbed client. Even after the particular client is discussed with 
him, and it appears to be clear that in spite of his disability he may 
be a satisfactory employee, the employer may hesitate. The coun- 
selor or placement worker may not be able to assure the employer 
that the client is a fast, accurate worker—he actually may not be. 
There can be no guarantee given that the client will be an excel- 
lent, dependable worker, and not be susceptible to a recurrence 
of his illness. Despite the fact that there can be no guarantee that 
any other potential employee will not have a "nervous break- 
down," the employer may demand such a guarantee in the case of 
an emotionally disturbed applicant. Several writers attempt to 
reassure employers about hiring the emotionally disturbed. Phillips 
and Mella write that "It is felt that if the patient . . . 1s recom- 
mended by the psychiatrist and vocational advisor for employment 
he is a better risk than the man who walks off the street into the 
employment office seeking a job” (18, p. 313). Barnes (1) like- 
Wise suggests that the employer is taking no more chance—perhaps 
even less of a chance—than he would be in hiring a man off the 
Street, When the employer expresses concern about a recurrence 
of illness, the inability to guarantee this is admitted, but with the 
Statement that the apparently perfectly normal person may also 
become mentally ill, and that there is no guarantee for anyone 
(33). It is suggested that while no ordinary applicant carries a 
mental health clearance, in the case of a former patient being 
placed there is clearance as to his present condition. All these 
things may be true, yet care must be taken not to oversell ie ve 
Ployer. The fact remains that up to half of the patients discharg: 
from institutions have a recurrence of their disorder and require 


tehospitalization. 
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There are of course many clients who, though showing unusual 
or peculiar behavior characteristics are able to function well (33). 
These clients may be able to perform on the job with no difficulty. 
In the case of such clients, the employer can be given some assur- 
ance that the client will be a satisfactory worker. The employer 
may still be hesitant to accept the client, because of apprehension 
about the peculiar behavior, and perhaps its effect on other em- 
ployees. The attitude of other employees may, and sometimes does, 
constitute a serious problem. Emotionally disturbed workers are 
sometimes the object of teasing and the butt of jokes, and may 
have some basis for feeling rejected. In addition to the employer, 
fellow workers may need to be oriented to the nature of the client’s 
disability, and learn to tolerate, accept, and help the client to ad- 
just. Many employees can be led to adopt favorable attitudes when 
they know the nature of the client’s disturbance. 

If an inducement could be offered to the employer, perhaps his 
reluctance could be overcome. If the client could be subsidized for 
a period, or for part of the normal wage for a time, perhaps the 
employer might be willing to give him a trial. The fact that in the 
case of disabled veterans the V.A. is able to subsidize the veteran, 
with the employer paying less than the standard wage during the 
training period, is probably an important factor in the success of 
the V.A. in placing such veterans in on-the-job training. The suc 
cess in rehabilitating these veterans, even though less than in the 
case of the physically disabled (See Chapter 12), indicates that 
employers accept such clients. Of the emotionally disturbed vet- 
erans completing their training, the proportion employed follow- 
ing training is insignificantly lower than the proportion of the 
physically disabled who are employed (28). This suggests that 
once employers have experience with these clients they continue 
to employ them. 

Nevertheless, it may be necessary to reach the employer in some 
other more general way, to interest him in the emotionally dis 
turbed before he can be helped to accept a client as an employee 
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This requires a more general kind of education, perhaps on a 
group as well as an individual basis. The counselor needs help in 
this type of education. Such help can be and is given by public- 
minded citizens in many communities. 


COMMUNITY RESOURCES IN PLACEMENT 


The interest and understanding of employers may be fostered by 
offering and providing information to organizations such as the 
Chamber of Commerce, the Lions and Kiwanis Clubs, and similar 
Organizations. Appropriate materials for employers, similar to 
those available in the case of the physically handicapped, are 
Scarce. But general materials are available from the National As- 
Sociation for Mental Health or from state or county mental health 
Organizations, The counselor may offer to speak to the members 
of such organizations. Contacts with interested individual employ- 
ers may be made in this way. A counselor in a hospital may invite 
Such groups to tour the hospital. 

Phillips and Mella, and Ilgenfritz (18, 15) describe the organ- 
ization of what they call a seminar. Each month a group of about 
ten senior officers of local business firms is invited to the local 
V.A. hospital, where they spend most of the day. They are oriented 
by various members of the staff to the hospital, and make a tour 
of the medical and rehabilitation facilities. Following lunch there 
iS a discussion of the vocational rehabilitation of veterans with 
Neuropsychiatric disorders, in which typical cases are presented. 
Patients attend this meeting, and participate in the question and 
answer session, A tour is then made through the manual therapy 
Shops and some of the wards. The authors report that the results 
of this program are encouraging. “Undoubtedly, patients who once 
Were unable to gain acceptance in industry and business because of 
the nature of the disability involved will gradually find that they 
Can re-enter the vocational world without stigma. Already a num- 

er of former patients have been employed by copay whose 
Tépresentatives have attended one of these seminars (18, P. 513). 
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Benson (3) reports on a conference on “Employ the Mentally 
Handicapped” held at a V.A. hospital. Industrialists, some one 
hundred in number, visited the institution, viewed an exhibit of 
the types of work patients were doing within the hospital, and met 
with the patients ready for discharge to employment from the 
Member-Employee Program (see next chapter). 

Perhaps even more effective is a continuing committee of com- 
munity representatives to assist in the placement of the emotion- 
ally disturbed. Such a committee need not be limited to employers. 
Brennan and Margolin, and Wollaston (4, 34) report the develop- 
ment of such a committee in coóperation with a V.A. hospital. A 
conference of the hospital on problems of reémployment of the 
emotionally ill person was first scheduled. Present at the confer- 
ence were representatives of the C.I.O., A.F. of L., State Associa- 
tion for Mental Hygiene, the State Employment Service, and the 
United Community Social Service Agency, personnel officers from 
two large companies, members of the hospital staff including the 
Manager and the Chief of Vocational Counseling, and members 
of the staff of a state hospital pilot study in rehabilitation. Added 
later to the group were the Chief of Social Work of the State De- 
partment of Mental Health, a Veterans Employment Representa- 
tive and the Supervisor of Special Services of the State Employment 
Service, the State Director of the Division of Vocational Rehabil- 
itation, a Vocational Counselor from another V.A. hospital, and 
a member of the V.A, Regional Office Vocational Rehabilitation 
and Education Division. The conference led to the formation of 4 
continuing Committee for the Rehabilitation of the Emotionally 
Handicapped, Some members “‘did not subscribe to the philosophy 
that the emotionally ill person has vocational potentialities. Others 
had not recognized the need for intensive study of the emotionally 
ill as a valuable economic asset, especially in areas that were ad- 
versely affected by labor shortages. Both labor and management, 
up to this point, had not considered this as a special problem within 
their domain” (4, p. 331). Meetings were held monthly; progress 
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E ons for the first few meetings; fears and objections to the 

P oyment of the emotionally handicapped were aired, and the 
feeling of futility replaced with a confidence and a deite to begin 
to do something. Examples of successes in counseling, training, and 
placement fostered the development of this confidence. 

In a project for the rehabilitation of the mentally ill in Cali- 
fornia a similar committee was formed (36). The membership 
consisted of business, industrial, and professional persons, a psy- 
chiatrist in private practice, and housewives, with an advisory 
8roup of community physicians, rehabilitation and social work 
representatives, as well as hospital staff physicians. The committee 
has as its functions the locating of jobs, housing, recreation, and 
other resources for patients about to be discharged from the men- 
tal hospital, and the preparation of the community for their return. 
Additional community individuals are used for special consultation 
On specific problems presented by patients selected for committee 
Sponsorship. The committee evaluates the patients’ readiness for 
employment, and attempts to find suitable placement. Employers 
expressed the feeling of security in knowing that the committee is 
available for help if problems arise. 

In Texas there has been an experimen 
Committees (26, pp. 45-47). They have been used mainly for the 


Severely disabled who are unable to meet the demands of com- 
|f-employment. Members of 


from community leaders 
e who know the client. 
to develop a plan and 


t with individual advisory 


Petitive employment except through se 
the committee are selected for each case 
in various areas, if possible including thos 
The counselor meets with the committee 
Program for its implementation. 
Committees of the type described 


"sed. They are almost essential in p 
turbed because of the lack of understanding and resistance in this 


area. They provide both public education and assist in the actual 
Placement of individual patients. Other community agencies Or 
Organizations, not specifically organized for placement services, 


are being more frequently 
lacing the emotionally dis- 
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may be of help. Local mental hygiene societies, study groups, pro- 
fessional organizations, and clubs may be sources of help. Volun- 
teer hospital workers may be of assistance to individual patients 
in their community adjustment following discharge. Local chapters 
of Recovery, Inc. (17) or of the On Leave Society (31), organiza- 
tions of former mental hospital patients, may be of considerable 
help. 

In addition to having employers and other community represen- 
tatives visit hospitals for the mentally ill, it should be of value to 
have patients visit the community. House and Marquit (12) report 
an experiment where patients were invited to Kiwanis Club lunch- 
eons. Here the patients were not identified as such, and the interest 
in the experiment was in the reactions of the patients. But it would 
appear to be useful in public education for it to be known that 
guests were patients, so that club members can experience them as 
human beings similar to themselves in many ways. 


PROCEDURES IN PLACEMENT AND SUPERVISION 


The availability of community assistance in placement does not 
absolve the counselor of all responsibility for adequate placement 
and follow-up. Actual placement may be made by a placement spe- 
cialist, a community organization or committee, or a special rep- 
resentative of the State Employment Service (20; see also Chapter 
2). But the counselor is responsible for preparing the client for 
placement, for preparing the placement personnel for the client, 
and for seeing that the actual placement is appropriate for the 
client (2). 

The counselor is more familiar with the individual needs of the 
client, and because of this it might appear that he would be the 
best person to perform the actual placement. But as has been sug- 
gested earlier, placement is a specialized field, and requires consid- 
erable time and effort for the development of opportunities and 
appropriate relationships with employers. The counselor, therefore, 
even if nominally charged with placement, will frequently use 
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placement specialists. The use of community committees offers ad- 
vantages in that it facilitates the acceptance of the client by the 
employer and the community, besides providing the opportunity 
for community education. The counselor should work closely with 
placement specialists and committees, however, to assure that they 
have an understanding of the individual client and his needs, and 
that these needs are foremost in placement. There is always the 
temptation to place a client in something that is immediately avail- 
able, even though it may not be entirely suitable. Committees also 
may be swayed by a sense of helpfulness and enthusiasm that may 
result in an inappropriate placement. 

One of the problems in the placement of the emotionally handi- 
capped is that of avoiding giving too much help on the one hand 
and too little help on the other hand, There are some clients who 
may be sent out on their own, either to contact a placement special- 
ist or agency, or to make application to particular employers. This 
is desirable, as with the physically handicapped, where the client is 
Prepared and able to do this. But usually preparation of the em- 
ployment service or the employer is necessary. This is often the 
case with the physically handicapped, but most often in the case 
of the emotionally handicapped, both because of employer attt- 
tudes and the clients’ attitudes. Perhaps more often than with the 
Physically handicapped, the emotionally disturbed client must be 
Personally escorted to the employer when applying for a job, even 
when the employer has been contacted prior to the appointment. 
The client may have difficulty in making the initial contact, or may 
be fearful of meeting the employer because of lack of confidence 
in himself. 

On the other hand, the client should be encouraged to take as 
much independent action as he is able to. One of the purposes of 
Counseling and rehabilitation is to develop independence 3n the 
client, The counselor must foster this, and avoid discouraging it. 
The placement process is often a point where the counselor, who 
has heretofore been permissive in allowing the client to take the 
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responsibility for himself, may shed his counseling mantle and 
“take over.” This is his chance to “really do something” tangible 
for the client, and he may proceed to attempt to do it. 

The relation of the counselor to the client during supervision 
and follow-up is in danger of being affected in the same way. The 
counselor as supervisor of training is in an authoritative position. 
There is also the fact that during training or follow-up the client 
often requires or receives various concrete services, such as financial 
subsistence, including loans, tools and equipment, supplies, assist- 
ance in obtaining suitable housing, and family case work services. 
If the counselor is involved in all these, he may have no opportu- 
nity to be a counselor. In some descriptions of the functions and 
services of the counselor during this period the counselor appears 
to be a combination father substitute, father-confessor, parole or 
probation officer, social worker, and nurse. It is difficult to combine 
a counseling relationship with these functions. The counselor 
should not contaminate the counseling relationship with discipline, 
environmental manipulation and protection, or the granting of 
withholding of financial support. Some of these functions are nec- 
essary for the client. But rather than trying to be all things to all 
persons, the counselor should use available community resources to 
which the client is referred for some of these services, A certain 
amount of supervision of training may be necessary where it is not 
available from someone else. It is in providing this by someone 
other than the counselor that the V.A. setup has, in the writer's 
point of view, an advantage over some other programs. 

The length of the follow-up period is variable. It usually should 
be longer than in the case of the physically handicapped, whose 
adjustment to a particular job can be evaluated in a relatively short 
time. The emotionally disturbed client usually requires longer to 
adjust on the job, and it may require a longer period of time before 
it becomes clear that the job is suitable—or unsuitable. Some clients 
may require some supportive counseling—or some contact with 
the counselor—for long periods of time. The writer has maintained 
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contacts with clients, on a weekly or biweekly basis, for periods of 
several years. Whether this is psychotherapy or vocational counsel- 
ing is difficult to determine. Such contacts perhaps tend to be closer 
to psychotherapy. But it is difficult if not impossible to draw the 
line between the two, although as has been pointed out in Chapter 
8, it is possible to make some distinctions. But the writer would 
not agree with Sanderson (22) that there is a sharp difference be- 
tween vocational counseling and psychotherapy. Is counseling the 
client concerning his relationship to his co-workers and superiors 
on the job, which involves his personality, vocational counseling 
or psychotherapy? To some extent, which it is may depend, as 
Sanderson suggests, on the focus of the counselor. But in such a 
situation, the focus cannot be kept on the behavior of the client 
on his job, The counselor must become involved with the broader 
aspects of the client’s adjustment. Perhaps, as Sanderson suggests, 
when it is not possible to focus on a vocational problem, the coun- 
selor should refer the client to a psychotherapist, particularly if 
he has not had training or experience in such therapeutic counsel- 
ing. But there are many clients who need a type of therapeutic 
counseling that is not necessarily limited to psychiatrists, and other 
Sources of such help are not available. The rehabilitation counselor 
should be trained to provide such therapeutic counseling during 


the training and follow-up period. 


PLACEMENT IN RELATION TO EMPLOYEE SELECTION 

the efficiency and productivity of 
workers, Selection procedures have been developed to achieve Pe 
through the hiring of the best applicants for jobs. In t 
the physically disabled, it has been claimed that the physically 


handicapped worker, when properly. placed, is as Varus d 
Satisfactory an employee as the nondisabled. There E Fe jer 
evidence that this claim is justified (7). Can such a c “ne E 
for the emotionally disturbed? The author ae eni : e: 
While there are no doubt many emotionally disturbe 


Employers are interested in 
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who can perform as efficiently as the nondisturbed, it is probable 
that as a group, the emotionally disturbed, even when selectively 
placed, do not perform as well or make as good employees in other 
respects as the nondisturbed. There are no adequate studies on this 
problem, however. The preceding chapter discusses this problem 
among factors related to success of the emotionally disturbed in 
occupational adjustment. What information can be gleaned in the 
literature on the emotionally disturbed would indicate that they 
constitute a problem in employment, and that this is likely to be 
so even after counseling and placement. Hunt writes that “There 
would seem to be every reason to assume that in industry the effi- 
ciency of the labor force (and its executive counterpart) would 
be raised by eliminating the severely maladjusted” (13, p. 203). 
How, then, if this be true, can employers be expected to employ 
the emotionally disturbed? In a scarce labor market, when hiring 
standards are lowered, there may be no great problem. But in 4 
fluid market, the case is different. It may be argued that it is so- 
cially desirable to employ the marginal worker, that he can produce 
something and thus contribute rather than being a dead weight on 
society. But there are "hidden costs" (14) to industry besides the 
less efficient production. And if it is deemed necessary for industry 
to carry its share of the social burden, who determines which em- 
ployers do so, and how? And would it be desirable to allocate the 
marginal worker, including ( perhaps making up the majority) the 
emotionally disturbed, stigmatizing them as different, inadequate: 
"charity" cases? Legislation in England requires that employers 
with more than twenty employees on their payroll include 3 pe 
cent of disabled persons. Similar legislation has been proposed i 
Congress. Some societies voluntarily accept the responsibility for 
integrating the mentally ill. The Hutterites, for example, do not 
isolate their emotionally ill, but care for them in the family and 
the community. They are employed in sheltered situations and €t 
couraged to work as much as they can at whatever they may be 
interested in. If they recover, "They can achieve any position in 
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the community. Even while ill they are encouraged to participate 
as much as they can in the normal life of the group” (10, p. 168). 

The writer sees no clear answer to this problem. In some cases 
the employer may, partly from social motives, agree to employ a 
client at a scale below the going rate, and the client, recognizing 
his limitations, may accept this. But in some cases minimum wage 
laws and union contracts and regulations may interfere with this 
arrangement. Sometimes part-time work or piecework may be pos- 
sible. But these solutions are limited and do not adequately solve 
the problem. 

For those clients who are considerably below minimum standards 
of acceptance for employment, the sheltered workshop offers a 
solution, But there are still many clients who do not fit into the 
sheltered workshop, but who yet are not able to enter competitive 
employment as industry is presently set up. These are the clients 
who tax the resources of the rehabilitation counselor, even after 
he has exhausted community resources for part-time, semisheltered 
employment or self-employment possibilities. We shall consider 
this problem further in the next chapter. 


SUMMARY 

Placement of the emotionally disturbed is more difficult than 
placement of most of the physically disabled. Although some emo- 
tionally disturbed clients recover completely or almost completely, 
and some manifest behavior or symptoms that do not affect their 
Performance when properly placed, many of them are handicapped 
to some extent no matter how carefully they are placed. The dis- 
ability may either affect performance in general, as in psychomotor 
and mental retardation, or may affect interpersonal relationships 
to such an extent that any employment is affected. It is ey 
Not possible to state, as can be done in the case of the qu : 
client i a worker as the nondisab ec. i 
dere n Ma gcn to prove the deficiency of the emotionally 
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handicapped, there do seem to be indications that it exists. How- 
ever, it must be remembered that while this may be true for the 
group as a whole, there are many individual exceptions. 

Employer attitudes toward the emotionally disturbed are an ob- 
stacle to placement. Employers, along with the general public, need 
considerable education in order for such attitudes to change. Ex- 
perience with individual clients is one of the best ways to change 
these unfavorable attitudes, which are based on ignorance and fear. 
However, it may be impossible to get an employer to accept such 
a client without first being approached in a more general way. 

Programs of acquainting employers with mental hospitals and 
their patients, and of gaining their interest in such patients, are a 
means of dispelling ignorance and fear. The development of com- 
mittees composed of employers and other leading citizens of the 
community to assist in the adjustment of the former patient to the 
community, and to employment, are extremely valuable aids in 
placement. 

Even with the best program of education and community paf- 
ticipation, however, there will be many clients who will be difficult 
to place. These are the marginally employable. While it is desirable 
that they be employed for their own benefit, and while they could 
contribute something, they do not meet the demands of competitive 
industry in its desire to select only those employees who are most 
efficient in production. Some of these clients may find a place in 
a sheltered workshop. But many of them are not seriously enough 
impaired to warrant terminal employment in a workshop. It may 
be argued that society has a responsibility to these persons, and 
that industry should share this responsibility, But just how this is 
to be assumed by industry is not clear. 

The counselor, who knows the client best, and who has an un- 
derstanding of the nature of emotional disturbance, may be pre- 
sumed to be the best person to place and follow up the emotionally 
disturbed client. However, placement is a highly specialized func 
tion, and may best be assumed by someone else who devotes full 
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time to employer contacts. The public employment services now 
have specialists in the placement of the severely handicapped. Com- 
munity agencies and committees often function in this area. Thus 
in some agencies, or in some cases, placement may be better han- 
dled by someone other than the counselor. But if this is the case 
the counselor must work closely with the placement worker to 
assure that the actual placement is suitable. 

Whether or not the counselor places the client, he should follow 
up the placement, and in many instances continue the counseling 
relationship for some time after placement is made. In some cases 
this may amount to supportive psychotherapy or therapeutic coun- 
seling, where the client is not engaged in or in need of psychiatric 
treatment. In the case where the client is engaged in a training 
Program, it is questionable whether the actual supervision of train- 
ing, with its elements of authority, discipline, and providing mate- 
rial requirements, is compatible with maintaining a counseling 
relationship. It may be desirable to separate these two functions. 
The counselor should help the client utilize community resources 
for many of his needs, rather than trying to supply them himself. 

The purpose of rehabilitation is independent functioning by the 
Client, The counselor should make possible and encourage the de- 
velopment of this independence. He should not cling to the client, 
or force the continuance of the counseling relationship. The client 
must be free to choose to go on his own when he feels he wants 
to do so. 
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CHAPTER 14 


Sheltered Workshops for 
the Emotionally Disturbed 


——— 


One of the greatest gaps in the rehabilitation process is the lack 
of sheltered workshops, While there is a paucity of such facilities 
for the physically disabled, there are fewer for the emotionally dis- 
turbed. Rennie and Bozeman (30), recognizing the need for such 
resources, found them almost nonexistent several years ago. Meis- 
lin (26) after considerable search and inquiry, found not a single 
workshop primarily concerned with the emotionally disturbed. 
While it is generally not considered necessary or desirable that the 
€motionally disturbed be served by special workshops, until re- 
cently no sheltered workshop was specifically interested in such 
clients. 

The lack of workshops for 
related to the general neglect 
Lack of understanding of the 
experience in working with th 


the emotionally disturbed is no doubt 
of the rehabilitation of this group. 
emotionally disturbed and lack of 
em have probably been factors in 


the reluctance of those operating workshops to accept emotionally 


disturbed clients. There has been perhaps a feeling of inability to 
serve these clients because of the lack of techniques and methods 


of handling them. It is generally felt that the emotionally disturbed 
are different from the physically disabled. Perhaps there has been 


Some concern that, lacking appropriate methods and techniques, 
401 
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the emotionally disturbed could not be successfully dealt with, and 
that they might constitute a source of disturbance to other clients, 
and disrupt the program. Perhaps also there has been some feeling 
that little could be offered to the emotionally disturbed in such a 
situation because of pessimism regarding the employability of the 
seriously disturbed. 

The vocational rehabilitation act for disabled veterans of World 
War II authorized the Veterans Administration to establish its own 
training facilities for veterans. This authorization has never been 
implemented, but instead the V.A. has utilized existing facilities 
in industry and the public and private educational system. This has 
no doubt been a wise choice in most cases. It would appear that 
the establishment of sheltered workshops for severely disabled vet- 
erans would be possible under this authorization, With the inade- 
quacy of existing facilities, the establishment by the V.A. of such 
workshops probably would have been justified and desirable. In 
the writer’s opinion, the use of such workshops with severely dis- 
abled veterans would have speeded up the rehabilitation of many, 
and have made possible the rehabilitation of others who were un- 
able to enter a competitive training or employment situation with- 
out a preliminary experience in a sheltered workshop. Particularly 
for the severely disabled neuropsychiatric veteran would such facil- 
ities be desirable. 

Recently facilities for sheltered workshop services to the emo- 
tionally disturbed have been developing. No doubt a number of 
workshops have, knowingly or unknowingly, accepted emotionally 
disturbed clients, since the physically disabled are sometimes emo- 
tionally disturbed as well. The Montreal Jewish Vocational Service, 
for example, during the first six months of its operation beginning 
in November, 1950, included eight clients with “nervous disorders” 
among its first fifty-two clients (10). But the first workshop to give 
special attention to the emotionally disturbed apparently was the 
Vocational Adjustment Center of the Chicago Jewish Vocational 
Service, which began operations in 1951 (17). In 1953 Altro Work 
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E of New York City, which was established in 1915 for the 
à erculous and later accepted cardiac clients, began to accept emo- 
tionally disturbed clients (2, 4, 27). In 1955, 17.1 Ass. the 
26,185 persons served by Goodwill Industries had mental, emo- 
tional, or social handicaps (20). 

In this chapter we shall first consider the place of the sheltered 
Workshop in the rehabilitation process. One possible substitute for 
the sheltered workshop, the work trial in industry, will be men- 
tioned briefly. Then we shall discuss the specific functions of the 
sheltered workshop, and follow this with a review of the results 
Of some programs dealing with the emotionally disturbed in a 
Sheltered workshop situation. Finally, we shall consider the shel- 
tered workshop aspects of rehabilitation centers and hospitals, and 
the need for and development of extended facilities for sheltered 
employment such as therapeutic communities. 


THE PLACE OF THE SHELTERED WORKSHOP 
IN REHABILITATION 

THE SHELTERED WORKSHOP IS NOT PRIMARILY THERAPY 

the same service for the emo- 
physically disabled. It fills the 
and full-time competitive em- 
during the sheltered workshop 
eatment of the acute stage of 
nd the client no longer needs 
of physical therapy, occu- 


dustrial therapy. The shel- 
ed toward 


_ The sheltered workshop provides 
tionally disturbed as it does for the 
Bap between treatment or therapy 
Ployment. Treatment may continue 
Period, and even beyond, but the tr 
the disability has been completed, a 
hospitalization. He is beyond the stage 
Pational therapy, and manual arts or in 
tered workshop differs from these in that it is orient 
Productive work ia a simulated or actual work environment. 

Although the client no longer needs extensive therapy, he is not 
ready, physically and/or psychologically, to engage in competitive 
employment. Merely waiting for improvement to this pointte 
Occur is not sufficient, however. Improvement does not occur spon- 
taneously, but activity and experience are necessary. Moreover, 
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merely waiting for the time when employment becomes possible 
is likely to result in regression, particularly in work habits and 
attitudes, rather than further improvement. The sheltered work- 
shop provides a protected environment in which the client can be 
engaged in activities that are conducive to further progress, and 
yet not be subjected to the strains of competitive full-time work 
which he is not yet ready to undertake. 


DEFINITION 


A sheltered workshop has been defined as follows by regulations 
of the U.S. Department of Labor under the Fair Labor Standards 
Act: “A charitable, religious, educational or philanthropic organ- 
ization or institution conducted not for profit but for the purpose 
of carrying out a recognized program of rehabilitation for phys- 
ically, mentally, spiritually, and socially handicapped individuals 
and to provide such individuals with remunerative employment or 
other rehabilitating activity of an educational or a therapeutic na- 
ture” (7, p. 15). While this definition would appear to include 
organizations that do not provide remunerative employment, but 
therapy only, such as a rehabilitation center or curative workshop, 
the writer would suggest that the basic distinction of the sheltered 
workshop is the providing of productive work for which remunera- 
tion is given. 


THE IMPORTANCE OF REMUNERATION 


This remunerative aspect of the workshop is an important factor 
in promoting occupational adjustment. As was suggested in Chap- 
ter 2, remunerative work represents a significant element in our 
culture. Status, prestige, respect, and security are closely related 
to occupational adjustment and achievement. Tied up to these 
factors are the individual's attitudes toward himself—his self- 
respect, his feelings of competence, of worthiness, and of belong- 
ing. Work is such an important part of our society that its meaning 
affects all aspects of the individual's life. This recognition of the 
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meaning of work is occupying an increasing place in industrial 
psychology and sociology (e.g., 6, 12, 13, 14, 15, 16, 17, 31), and 
will therefore not be dealt with in more detail here. But the oppor- 
tunity to work for remuneration, which is offered by the sheltered 
workshop, has psychological implications that must be recognized 
for their importance in vocational rehabilitation. 

In addition to these broader meanings of remunerative work, it 
often has a simpler and more practical value as an incentive for 
the development of an interest and a desire to work. The use of 
tangible rewards, including money, has recently been found to be 
of value in stimulating interest, activity, and psychological im- 
Provement and progress in seriously disturbed and chronic mental 
patients (e.g., 29). 

THE VALUES OF THE SHELTERED WORKSHOP 


The sheltered workshop, then, provides an opportunity for pro- 
ductive employment that is geared to the capacities of the indi- 


vidual. It is useful for those individuals who are able to engage 
eady to do so on a full-time, 


in productive work, but not yet r 
f both the physically and 


competitive basis. Feintuch, speaking o 
emotionally handicapped, states that "Large numbers of such peo- 
ple, while they are considered to retain some degree of employ- 
ability, are still unable to find and keep employment in industry 
although many job openings are available in a good labor market. 
Present techniques of casework, counseling, and placement do not 
appear to be effective in increasing the employability of this group. 
.. . The sheltered workshop provides the intermediary step that 
SO many difficult-to-place persons need between total unemploy- 
ment and the stringent demands of modern industry iu 0, pP. 1, 
4). With the increasing discharge rate from mental hospitals with 
More and better treatment, the need for a transition to competitive 
employment for the emotionally disturbed becomes apparent. ies 
Patients who no longer need hospitalization are not yet ready “a 
employment or training but need a period of readjustment to Work. 
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The sheltered workshop allows them to develop and to demon- 
strate their ability to become employable, and offers a basis for 
approaching a prospective employer with some evidence of em- 
ployability. 

There are also many chronic, long-term patients in our mental 
hospitals today who could function in a sheltered work environ- 
ment. Indeed, many of them are actually functioning in a produc- 
tive manner in the hospitals, performing many of the services of 
running an institution. One of the problems affecting the discharge 
of such patients is that of living arrangements, since many have no 
homes to go to. But, if sheltered employment were available, many 
more of them could be discharged to boarding homes. 

Feintuch lists the following as values of the sheltered workshop: 
(1) an opportunity to participate in a real work situation; (2) a 
testing ground for new feelings and attitudes, with opportunity 
for observation of the client in a work situation as a guide for 
counseling; (3) the improvement of morale, status, and self-respect 
by paid work experience; and (4) facilitation and reinforcement 
of the process of reéducation in a permissive environment that 
encourages social interaction and communication, and group iden- 
tification (10). We shall discuss the achievement of these values 
in more detail, but first let us consider a possible substitute for the 
sheltered workshop. 


WORK TRIAL IN INDUSTRY 


An approach to assisting the client's occupational placement and 
adjustment is through trial placement with a sympathetic and un- 
derstanding employer, as was mentioned in the preceding chapter. 
Industrial therapy in mental hospitals, which usually consists of 
assigning the patient to work in the hospital, has ideally had this 
fostering of the work adjustment of the patient as its goal (32)- 
However, even in this situation, other factors, such as the limited 
kinds of work available, and the needs of the institution, have 
limited the usefulness of the program. Moreover, the patient re- 
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ceives no pay. In other efforts to bridge the gap between the hos- 
pital and the community, patients have lived in the hospital while 
working in the community, sometimes without pay. However, 
again the needs of the patient are often not met because of the 
limited types of Opportunities available, In many cases these pro- 
8rams have not been codrdinated with vocational rehabilitation 
counseling services. 

Prior to the development of its Vocational Adjustment Center, 
the Chicago Jewish Vocational Service tried a work trial program 
for its hard-to-place clients (12, 13, 17). Employers sympathetic 
to the clients (in this case immigrants) accepted them for three to 
four weeks trial, paying them the going rate for the job. Foremen 
Were to report on the adjustment of the clients. The agency reports 
that the results were not satisfactory. The reasons given might be 
expected to apply to other situations as well. The foremen's reports 
Were not easily forthcoming, and did not provide adequate data 
for evaluating the clients' adjustment. Programs planned for the 
individual client were in many cases not followed by the employer. 
Although the foremen might be sympathetic, they could not adapt 
9r change working conditions sufficiently to provide the best en- 
Vironment for the client's progress and adjustment. 

It does not appear that industry can, or can reasonably be ex- 
Pected to, provide the sheltered situation necessary for many clients. 
Industry must make a profit to survive. Although sheltered work- 
Shop clients can produce something, they cannot work efficiently 
On a competitive basis, or they would not be there. Moreover, they 
require more supervision and a different type of supervision than 
55 available in industry. Such professional services are an overhead 
Cost. During the process of rehabilitation, the work operations 
Must be adapted to the client, not the client to the work, as is 
“quired in industry, A sheltered workshop therefore cannot be 
xpected to make a profit, or even to be self-supporting. Even 
Goodwill Industries are not entirely a self-supporting operation— 
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they are assisted by the donation of most of their raw materials, 
and also are subsidized by community funds, 


TYPES AND FUNCTIONS OF SHELTERED WORKSHOPS 


There are many kinds and varieties of sheltered workshops, 
under many different names (7, 9). However, traditionally there 
have been two main types of workshops. The transitional shel- 
tered workshop provides a temporary period of sheltered employ- 
ment. Usually in the past it has offered some type of vocational 
training. The terminal workshop provides permanent employment 
for those whose disability precludes their reaching a point where 
they can enter competitive employment. Recently, a third type of 
workshop has been developing, a diagnostic or evaluative work- 
shop designed to provide an Opportunity for an evaluation or ap- 
praisal of the clients’ capacities for work adjustment. To a certain 
extent the transitional workshop has been used for this purpose, 
but now the function has been explicitly recognized and planned 
procedures utilized for evaluative purposes, 

In many cases the three types of workshops are combined in one 
facility, though most workshops tend to emphasize one or the 
other of the functions. There is no reason why the same physical 
facilities cannot provide all three functions of evaluation, transi- 
tional employment or training, and terminal employment. 


THE DIAGNOSTIC OR EVALUATIVE FUNCTION 


The sheltered workshop can serve as an opportunity for evaluat- 
ing the client's level of functioning, and his ability to function in 
a variety of situations. There are three aspects of this evaluative 
function. The first problem to which a sheltered workshop can 
contribute is that of feasibility for vocational rehabilitation serv- 
ices. In the chapter on determining feasibility (Chapter 6) we saw 
that there are many cases where it is difficult if not impossible to 
determine accurately the client’s level of functioning without an 
actual tryout. Such a tryout, as we have seen, is usually not possible 
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or desirable in an actual employment situation. The sheltered work- 
shop does provide a controlled situation in which the client can be 
observed by a professionally trained staff, who can evaluate his 
feasibility. 

Following a finding of general feasibility in the sheltered work- 
shop, it is necessary to determine something about the level at 
which the client can function, and his needs for successful rehabil- 
itation. The sheltered workshop can assist in this evaluation also. 
The client’s limitations, the conditions under which he can work, 
his tolerances, handicaps, and deficiencies can be evaluated. His 
Social and psychological adjustment or potentialities for adjustment 
can be estimated, Some understanding of the meaning of work to 
the client, of his attitudes toward work, toward co-workers, toward 
Supervisors, and toward himself can be obtained. His adjustment 
to work routines, his motivation to work, and his ability to derive 
Satisfaction from work can be determined to some extent at least. 
The nature of the client's problems in occupational adjustment can 
be observed. 

Gellman (12, 13) has discussed the nature of such a diagnostic 
center. The Diagnostic Vocational Center is used to obtain answers 
to such questions as: Can this person work alone? Under authori- 
tative supervision? Can he adapt to mounting tensions and shifting 
Pressures? Testing in work activities and in a work environment 
Similar to those which the client would have to meet in employ- 
Ment is part of the one- to two-week program, which is operated 
in connection with patients newly discharged from public mental 
institutions. 

A third evaluative function of the sheltered workshop is in as- 
Sisting in the appraisal of the client’s aptitudes, abilities, and inter- 
ests. The limitations of tests were discussed in earlier chapters. 
Tests are of value, of course, and should. be used. In some areas 
Of importance tests are not available, however. In some situations 
Or with some clients "There is no substitute for periods of observa- 
tion on the clinical, technical, and temperamental qualifications of 
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a candidate” (21, p. 10). Caution must be used in inferences made 
from such observations, however, which are unstandardized. But 
for some clients, limited experience, personality factors, and other 
characteristics of their disturbance may interfere with the expres- 
sion of interests and of evidences of aptitudes in test situations, 
while when they are exposed to a variety of activities, particular 
interests and abilities may manifest themselves. 

The sheltered workshop is usually limited, however, in the 
variety of activities it can provide the client. Its value in determin- 
ing interests and aptitudes is therefore limited. In some cases, as 
has been done at the Institute for the Crippled and Disabled in 
New York City, work sample tests have been developed and uti- 
lized in a workshop situation (39). 

The evaluative workshop, then, is of value in estimating whether 
the client is, or is likely to become, employable or trainable, and 
in assisting in determining his needs in terms of work adjustment 
training, work conditions and environment, and to some extent 
perhaps, an appropriate type of work. 


THE ADJUSTIVE OR TRAINING FUNCTION 


In the past, emphasis in the sheltered workshop has often been 
placed upon vocational training. The learning of a skill or trade 
has been one of the main objectives. However, the trend has been 
toward placing less emphasis upon the providing of technical train- 
ing. Certainly the sheltered workshop cannot compete with the 
vocational school in the variety and quality of the vocational train- 
ing that it can offer. Some have suggested that such training has 
little place in a sheltered workshop since most of the clients of 
workshops are by reason of aptitudes or their disabilities not cap- 
able of learning a skilled or semiskilled trade. The writer would 
agree that such training has little place in a workshop, but not 
for this reason. Technical training is much better provided in the 
technical school or by on-the-job training. The workshop client is 
usually not ready or able to benefit from such training until the 
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completion of the workshop experience. Finally, there is an area 
of greater significance upon which the sheltered workshop should 
concentrate. 

This area is that of the development of a work pattern, or work 
personality, which is essential for adjustment to work of any kind. 
Sheltered workshop training is therefore directed toward the de- 
velopment of appropriate work habits and attitudes, and toward 
the remedying of deficiencies in these areas, which are apparent in 
the evaluative process, The purpose of such training is to assist the 
client in reaching feasibility for formal vocational training or em- 
ployment. The term “personal adjustment training" is sometimes 
Biven to this type of activity. A better designation would appear 
to be “work adjustment training.” 

Attitudes and feelings toward work, including doubts, fears, 
anxieties, uncertainties, feelings of inadequacies, and lack of con- 
fidence in the ability to work are the focus of attention. The shel- 
tered workshop experience, combined with counseling, is able to 
effect changes in work adjustment in many cases. Counseling should 
always be a part of the sheltered workshop work adjustment train- 
ing, as it is a part of the evaluative sheltered workshop, 

The client who has never worked or has not worked for a long 
Period of time learns the routine of work, regularity of working 
hours, and work habits of remaining on the job for the required 
Period of time, attending to and concentrating on the job rather 
than on personal matters. Hochhauser uses the term “habits and 
thythms of normal employment” (21, p. 12) to cover this area. 
Increasin g psychological, in addition to physical, tolerance for work 
is built up over a period of time. Anxiety about the ability to work 
and lack of confidence in the ability to hold a job may be replaced 
by self-confidence. Often, with this development of ability to work, 
and confidence in that ability, motivation to work increases. 

The Vocational Adjustment Center of the Chicago Jewish Voca- 
tional Service is an excellent example of this type of sheltered 
Workshop (12, 16, 17). The operators of the Center do not think 
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of it as a traditional sheltered workshop, feeling that its attempt 
“to duplicate ordinary working conditions while at the same time 
providing maximum possibility of manipulating important work re- 
lationships” provides a "guided work experience" whose similarity 
to the typical sheltered workshop is incidental (17, p. 16). The 
objectives of the workshop are centered on the development of an 
adequate work personality. This includes training in habituation 
to work, adaptation to supervision, adjustment to co-workers, and 
the development of work satisfaction and the desire to work. 
Clients include those handicapped by emotional, mental, physical, 
or social disability. 

The Vocational Adjustment Center is work oriented, providing 
simple assembly and clerical work from 8:30 to 4:00, four and 
one-half days a week. A time clock is used, and clients are paid 
from fifty to seventy-five cents an hour. The work program is 
individualized for each client, and the shop supervisor assumes 2 
variety of roles, depending on the needs of the client as determined 
in staff conferences. Supervisory attitudes, work pressures, the type 
and level of work, the quality and quantity of production, and 
contacts with other workers are thus controlled. Supervisors main- 
tain the role of foreman. Continued counseling is provided by a 
vocational counselor, who deals with the client's attitudes toward 
work, his occupational goals, and his placement. 

The workshop period is eight weeks. Clients who are determined 
to be unemployable are not continued in the program, which is 
entirely a transitional one. If some improvement is shown, but not 
sufficient for placement in eight weeks, a client may continue for 
an additional four weeks. 

This Center is mentioned in some detail because of its entire 
emphasis upon work adjustment, or the development of a work 
personality, or "vocational pattern," to use Gellman's term. By 
vocational pattern is not meant an ability and interest pattern, but 
a work pattern including the meaning of work to the individual, 
the ability to derive satisfaction from work, the ability to mobilize 
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energy in a work situation, capacity to adjust to interpersonal 
relations at work, positive and negative work identifications, and 
ability to adjust to work pressures (12). The Vocational Adjust- 
ment Center and the Diagnostic Vocational Center are operated 
as a combined workshop. 

The Veterans Administration has recently recognized the im- 
Portance of this aspect of vocational adjustment, in addition to the 
acquisition of occupational skills (38). A program of work adjust- 
ment training is authorized for veterans who present difficult 
Problems in rehabilitation, requiring preparation for vocational 
training. Work adjustment is defined as the “process whereby the 
disabled person, by engaging in work activity related to a purpose- 
ful goal, is helped to acquire fundamental work capacities, gain 
Personal confidence, learn how to adjust to work activities and 
associates, and otherwise develop fitness for successful vocational 
training or job performance” (38, p. 1). It is suggested that 
work adjustment training is particularly useful with emotionally 
disturbed clients to develop motivation to do productive work, 
self-confidence, and acceptance of the conditions of controls and 
human relationships in the work situation. 

It is interesting that sheltered workshops for the physically dis- 
abled have purposes similar to those described above in preparing 
the client for employment. That is, although there is an effort to 
test and develop physical work tolerances, the main effort is on 
Psychological preparation for work. Cohen, for example, writing 
Of experience with a workshop for the physically disabled, states 
that “One major finding was that the primary problems of clients 
Spring from emotional, personality, and mental handicaps" (8). 
The type of work provided was felt to be less important than the 
Opportunity to develop positive work patterns and acceptable social 

ehavior on the job. 

Workshops established for the phy 
been indicated, reluctant to accept ¢ 
abilities. It would appear, however, that t 


sically disabled are, as has 
lients with emotional dis- 
he needs of the emotion- 
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ally disturbed are the same as those of the physically disabled. 
To be sure, their needs may be greater, but they are not qualita- 
tively different. A psychologically trained staff would be necessary 
to deal with these problems in the emotionally disturbed. But the 
same training would be desirable in those working with the physi- 
cally disabled. Actually, as several writers (2, 4, 8) have pointed 
out, workshops for the physically disabled have had to deal with 
emotionally disturbed physically disabled clients. 


THE TERMINAL EMPLOYMENT FUNCTION 


The two preceding functions of the sheltered workshop involve 
relatively short-term programs. The diagnostic function may be 
served in a few days or a few weeks. The training function may 
require a few weeks to a few months. Such training forms a transi- 
tion to vocational training or employment. But there are clients who 
may not be made ready for employment, even after a period of sev- 
eral months in a sheltered workshop. Some may never be ready for 
competitive employment. If they are to be productive at all, they 
must remain in a sheltered situation. For them the sheltered work- 
shop is a terminal rather than a transitional employment goal. 
Many sheltered workshops make provision for some permanent 
employees of this type. In a workshop that depends on regular 
production for a substantial part of its income, such employees may 
“pay their way,” whereas the use of the workshop for diagnostic 
and training functions cannot be expected to be self-supporting. 
Then there are organizations, such as the Salvation Army and 
Goodwill Industries (43), which are mainly terminal sheltered 
workshops, although Goodwill Industries are transitional for about 
a third of those served (20). 


THE WORKSHOP AS AN ADJUNCT IN COUNSELING 


It is apparent that the evaluative function of the sheltered work- 
shop contributes to the goals of the counseling process. The 
evaluative or diagnostic workshop therefore should be part of the 
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counseling process for those clients where it is necessary. The coun- 
seling interview and testing are limited in the extent to which they 
are able to get at many of the significant aspects of vocational ad- 
justment. Motivation, attitudes, personal relations, work habits, 
and work adjusment cannot be determined easily if at all by inter- 
views and tests. Functioning ability as distinguished from potential 
Capacity is more easily assessed in a work situation than in coun- 
seling. 

Gellman (15) discusses the importance of situational techniques 
in vocational diagnosis and treatment. The fact that vocational 
adjustment takes place in a social situation makes situational 
observation desirable. The fact that many disabled clients have 
never had occupational experience, or have been out of the labor 
market for an extended period, gives situational observation and 
testing an advantage over standard tests. Finally, clients who “be- 
Cause of physical, mental, or emotional difficulties are essentially 
Nonverbal or unable to function on a symbolic level” (15, p. 115) 
are difficult to counsel in the interview situation. This is frequently 
true of former mental hospital patients. 

The vocational counselor should therefore use the evaluative 
workshop in his counseling of severely disturbed clients. Besides 
its value in the evaluative area, the workshop experience in the 
Work adjustment area is also a part of the total counseling process. 
Feintuch (10) as well as Gellman (15) point out the value of the 
Workshop as environmental treatment for clients who are unable 
to use counseling because of difficulties in the ability to communt- 
Cate. Moreover, certain aspects of vocational adjustment, such as 
the development of confidence in the ability to work and of satis- 
factory work habits, including the sense of time and punctuality, 
cannot be dealt with adequately in an entirely verbal situation such 
as counseling or psychotherapy. Experience in actual situations is 
"quired. Counseling, when coórdinated with this experience, how- 
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RESULTS OF SHELTERED WORKSHOP PROGRAMS 


Very few studies of the outcomes of sheltered workshop pro- 
grams have been made. White (41), reporting on the operation of 
a transitional workshop that included the emotionally disturbed, 
states that a follow-up of fifty-two such clients one year after 
completion of a three-month program found twenty-seven satis- 
factorily employed and twenty-five unsatisfactorily employed. 
Factors related to success were mentioned in Chapter 12. 

Feintuch's study included eight emotionally disturbed clients 
(10). He does not report separately on these. In terms of employ- 
ment for the year following the workshop experience as compared 
with the year prior to entrance, in the total group of fifty-two 
clients studied there was significant improvement. Ratings of atti- 
tudes toward work and attitudes toward the self, made on the 
basis of records at the completion of the workshop experience, 
were related to employment. Ratings of confidence in ability to 
find and keep employment showed the highest relationship of the 
seven (of fourteen) ratings that were significant. Increases in 
favorability of ratings in these seven areas during the workshop 
period were significant also. The most successful and least success- 
ful groups of sixteen clients were compared on characteristics at 
the time of entry into the workshop. Those making a good adjust- 
ment following the experience tended to be under age fifty-five, 
had been more often employed twenty days or more in the preced- 
ing year, were better able to get along with people, had been 
receiving financial assistance for less than a year, were only moder- 
ately handicapped, had one or more dependents more frequently, 
and had been in Canada less than ten years, These are logical 
findings; several of the factors are obviously related. Feintuch felt 
that the most important factor underlying the success of the 
program was the increased effectiveness of counseling when inte- 
grated with the workshop. 

The Chicago Jewish Vocational Service reports the outcomes of 


Sheltered Workshops for the Emotionally Disturbed 417 


its workshop program for 138 clients served during 1953 and 1954 
(17). Thirty-six of these clients were unable to complete the 
Program. Of the 102 who did complete the program twenty-three 
were judged at the completion of the workshop period to be fully 
employable, thirty-five employable within certain physical limita- 
tions, twenty-four employable within certain psychological limi- 
tations, and twenty were rated as unemployable. 

Table 5 presents the results in terms of actual employment out- 
come by disability category, one year following completion of the 
workshop experience. 


TABLE 5. Outcome of Workshop Experience by Disability Category for 102 Chicago 
Jewish Vocational Service Vocational Adjustment Center Clients, in Percentages 


Outcome Category 
Disability Success Some Slight No 
Benefit Benefit Benefit 


Mentally retarded 56 28 = 16 
Epileptic 68 16 5 11 
Emotionally disturbed 46 24 5 24 
Physically handicapped 41 18 9 32 


Source: Adapted from Gellman, et al, (17). 


There was a close correspondence between employability as judged 
at the end of training and actual employment activity of the client. 
The "success" category includes clients who were able to complete 
One year of practically continuous employment in the ordinary 
labor market. The category "some benefit" includes clients who, 
though placed, worked half or less of the year following the work- 
Shop training, The “slight benefit” category includes those who 
Could only be employed in a sheltered workshop (e.g., Goodwill 
Industries) while those classed under "no benefit" had no employ- 
ment, 

While the emotionally disturbed were evaluated as poorest in 
terms of employability, actually they succeeded better than the 
Physically handicapped. This group of fifty-nine clients included 
twenty-three classed as having a psychotic process, sixteen as 
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psychoneurotic, three as culturally displaced persons, and seven- 
teen as "with mental retardation.” While many had been in mental 
hospitals, all were in remission, but were too ill to find a job or be 
placeable through ordinary placement channels. In view of the 
severity of the disturbance in most of these cases (only 5 percent 
of clients referred to the Center were rejected), the outcome in 
terms of employment is surprisingly good. A field study of a 
sample of clients, visited in their homes two years after leaving 
the Center, confirmed the one-year follow-up results. It is possible 
that the physically handicapped who were served represented un- 
usually severe and complicated disabilities, which would explain 
their low rate of success 

In 1953 Altro Work Shops, after many years of experience with 
tuberculous clients, and several years with cardiac clients, developed 
an arrangement to accept clients from Hillside Hospital (2, 27). 
Ten clients were referred and seven accepted during the first year. 
Patients showing impulsive, acting out, or bizarre behavior were 
rejected, but otherwise no general bases for exclusion were set. 
The report of the first year of the project states that "We have 
been rewarded in some instances in which we felt we were taking 
on very poor risks and found better improvement than we dared 
hope for" (2, p. 290). Three of the seven patients "graduated," 
two being employed and the other expected to be placed at the 
time of the report. The experience with these clients indicated that 
"There is little relationship between troubling symptomatology and 
on-the-job performance. . . . Descriptions by the patient to the 
psychiatrist or social worker of fears, anxieties, or even delusions 
are usually in direct contrast to a regularity and evenness of work 
at the machine. It is in relationships to supervisors and fellow 
employees that strangenesses show up" (2, p. 295). 

A later report indicates that by 1956 about one hundred schizo- 
phrenic clients had been accepted into the workshop from New 
York state hospitals with only one having to be returned to the 
hospital (4). Although no statistical evaluation of the results is 
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presented, some conclusions based on experience are given, Emo- 
tionally disturbed clients exhibit more anxiety and fear in new 
situations than the tuberculous or the cardiac, and need more 
€ncouragement, but should not be pushed, since that causes resist- 
ance. They are more dependent, more demanding of time and 
attention, and need more individualizing of work situations. But 
they can develop full work tolerance more quickly (27). Experi- 
ence also showed that the emotionally disturbed often need more 
than one period of workshop training, returning after the failure 
of an attempt at competitive employment. Compared to the tu- 
berculous and the cardiac clients, the emotionally disturbed clients 
need more attention and assistance after leaving the workshop (4). 

Besides the conventional sheltered workshop, there are other 
transitional facilities between treatment or hospitalization and 
work, These include rehabilitation centers, and certain hospital 
activities. Some of the values and goals of the sheltered workshop 
can be achieved, or at least anticipated, in these settings even before 
the client is ready for full workshop services. We shall mention 
briefly the services of these facilities. 


REHABILITATION CENTERS 


Rehabilitation centers are a relatively new type of agency in the 
tehabilitation process. Mainly concerned with physical or medical 
rehabilitation, they bridge the gap between the hospital and em- 
ployment in treatment services. Their services include occupational 
therapy and also prevocational training and exploration. The larger 
Centers have counselors on their staffs. Some curative workshops 
are essentially rehabilitation centers. 

As in the case of sheltered workshops, the rehabilitation centers 
have had little experience with the emotionally disturbed and have 
tended to be apprehensive about them. However, it has been the 
Writer’s experience that interest in the emotionally disturbed can 
be aroused, And as in the case of workshops, rehabilitation centers 
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have actually dealt with emotionally disturbed physically disabled 
clients. 

Where sheltered workshops are not available, the rehabilitation 
center can provide services in the diagnostic area, and to some 
extent in the training area. While the emphasis of the center is 
upon therapy, there is an interest in and there are facilities for 
prevocational exploration and the evaluation of work potential 


(36). 


THE HOSPITAL AS A SHELTERED WORKSHOP 


For patients in mental hospitals, the program and facilities of 
the hospital offer opportunities for prevocational exploration, work 
tryouts, and work adjustment or personal adjustment training. 

Mental hospitals have always utilized the services of patients to 
perform necessary functions in the hospital. At first this was with- 
out thought of the value of the work to the patient. Later there was 
recognition that work was effective as therapy, and work was 
"prescribed" for patients. It is true that the types of work were 
rather limited, even though there are a large number of jobs in an 
institution. Most of them are unskilled labor. This, of course, limits 
the prescriptions of the doctors, and, as in military classification 
and assignment, the demands and needs of the institution may 
come before the needs or aptitudes of the indivdual. 

It is only recently that the total facilities of the hospital have 
been seen as offering opportunities for the evaluation of work 
potential or readiness, the exploration of vocational goals, and the 
preparation for employment, A well-planned rehabilitation pro- 
gram in a mental hospital would utilize all its facilities in planning 
for the vocational rehabilitation of its patients, as suggested in 
Chapter 7. Occupational therapy, educational therapy, industrial 
therapy, manual arts therapy, as well as vocational counseling 
should be part of the vocational rehabilitation process. In a coórdi- 
nated program, these activities can be utilized for prevocational 
exploration, situational testing or evaluation, and work adjustment 
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and personal adjustment training. The study by Stotsky, et al. (35), 
though with a different aim, illustrates to some extent this use of 
hospital facilities. 

During World War II a number of hospitals experimented with 
working out programs. In a period of acute labor shortages mental 
hospital patients were acceptable by employers for many jobs. 
Campbell (5) describes a program in which selected patients 
worked during the day outside the hospital, returning at night. 
Other patients were paroled to live outside, returning to the 
hospital for continued treatment. Fore (11) also describes such a 
Program, in which patients were paroled to employers. Patients 
who had no homes, or whose relatives did not want them, were 
thus able to be released from the hospital. Bellsmith reports a 
similar program (3), where patients were placed on jobs in gen- 
eral hospitals. In some cases, patients were employed by the mental 
hospitals to provide attendants and other workers who could not 
be found elsewhere (11, 40). Some hospitals have continued 
Similar programs of having patients on convalescent status begin 
working outside the hospital prior to release. In most cases, and 
Particularly in the earlier programs, little consideration was given 
to the selection of work most suitable to the patient, either in terms 
of his immediate or long-term needs. Little vocational guidance 
was involved, A demand for workers existed, and patients were 
placed in these jobs, which were service and labor jobs. 

With no acute labor shortages, placement of patients becomes 
difficult if not impossible. Anticipating this situation, the worker 
in one of the programs mentioned above (5) suggested that 
“Thought should be given to offering a realistic type of labor, 
Perhaps even an industry created within the hospital, with some 
' That is, hospitals themselves might 
lish sheltered workshops 
other 


tally 


Provision for compensation." 
80 beyond prevocational training and estab: 
as a transition for their patients to outside employment. An 


writer, considering the problem of the physically and men 
handicapped in industry, also makes this suggestion (22). 
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Such a “factory in a hospital” has actually been established in 
England (1). An experimental workshop employing forty women 
and twenty men, engaged in assembling cardboard boxes and in 
piecework for a motor factory for the women and men respectively, 
was set up. A work week of twenty-five hours was established. 
The pay for the work amounts to more than can be earned in 
hospital employment, so that patients are interested in the employ- 
ment. Selection is on the basis of the length of stay in the hospital, 
reasonable possibility of discharge, and demonstration of willing- 
ness and ability to work by a period of service to the hospital. 
These requirements are expected to motivate patients toward work 
activity. The program has been in operation only a short time. Of 
the first twenty patients accepted, three left the hospital in the 
first four months. These three had been hospitalized for periods of 
four, nineteen, and twenty-four years. Several other workers who 
had poor prognoses were moved to improved wards and earned 
hospital privileges, 

Hospital workshops may serve as a bridge to discharge to the 
community in many cases (24). Some patients have no homes to 
go to on discharge. This fact alone has kept many patients in the 
hospital when they would otherwise be discharged. These patients 
are often steady workers in the hospital, though without pay, and 
hospitals sometimes are reluctant to lose their services. Still they 
are not felt to be capable of getting along entirely by themselves 
in the community. But with a planned Program such as a workshop: 
provides, they could perhaps be brought to the point where they 
could get along by themselves after placement in an appropriate 
situation. In other cases a hospital workshop may prepare the 
patient for transfer to an outside sheltered workshop. Finally, there 
would appear to be a place for a hospital workshop for terminal 
paid employment of those chronic patients who cannot be brought 
to a discharge point. 


THE V.A. MEMBER-EMPLOYEE PLAN 


A recent development in the Veterans Administration, known as: 
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the Member-Employee Program, develops the idea of employment 
in the hospital itself as a transition to employment outside the 
hospital (37). The social-cultural incentive of money is used to 
motivate patients to want to move out of the oftentimes too 
pleasant hospital atmosphere (29). But, before he is ready for 
highly competitive society, the patient needs to be exposed gradu- 
ally to increasing demands upon him. Where, if not as a hospital 
employee, can such a graduated, supervised program be developed? 

This is the purpose of the Member-Employee Program. The 
patient changes his status from a patient to that of an employee, 
moving from ward residence to a dormitory. But he is still in a 
situation where observation, supervision, support, and even therapy 
as well as vocational counseling is possible. 

The program is conceived of not as terminal employment, but 
as preparation for employment outside the hospital. Its originator 
speaks of it as “a new and added part of the treatment program 
having as its purpose a re-establishing for patients of their occupa- 
tional potential and their ability to assume a more complete 
responsibility for their own management" (29, p. 88). But it 
differs from occupational or industrial therapy, or the assignment 
of hospital work duties to patients, in that the member-employee is 
Paid as an employee, and has the responsibility of being on the 
job, on time, regularly, and for the entire work day. Absences and 
loss of time mean loss of pay. The pay rate is low, but the employee 
low pay might act as an 
nt. This program gives 
f 


receives quarters, meals, and laundry. The 
incentive to move on to outside employme 
the patient an opportunity to learn realistically the meaning 0 
Work in a protected environment. l ; 

Patients may be referred for consideration of assignment to no 
Program by any staff member who feels the program is appropriate 
for the patient. A board, or team, which includes the counseling 
Psychologist, approves or disapproves the patient for the program. 
Chronic patients particularly may benefit from s this transitional 
period. But it can also be a test for the acute patient who appears 
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to have recovered from a relatively short illness. Jobs have not been 
limited to service and laboring work, but have included technical 
and semiprofessional work such as dental technician, recreation 
leader, and occupational therapy aide. In one hospital forty-five 
patients were in twenty-two different jobs (25). The report on this 
program indicated that twenty of the forty-five were functioning in 
the community after from one to thirteen months, two had been 
readmitted after going out from the program, sixteen were still in 
the program, and seven had been readmitted to the hospital from 
the program. One study attempted to find criteria for predicting 
success in the Member-Employee Program (34). Several tests and 
rating scales failed to show any relationship to success. The only 
predictor was the patient's having difficulty with alcohol, such a 
problem suggesting failure in the program. 


THE THERAPEUTIC COMMUNITY 


Both sheltered workshops and member-employee programs are 
limited, particularly in the variety of occupational experiences that 
they can provide. They may also be limited in the range of social 
and community experience that they can offer, Foster home care 
plans that have developed perhaps supply some of this. Colony 
plans such as are operated in Belgium also provide a broader 
experience. But plans that call for placement outside the hospital 
require that the patient be at a level where he can sever the con- 
nection with the hospital, where he is not in need of any, or little, 
professional attention. These plans wait for the patient to become 
ready, and in many institutions the patient cannot become ready 
without special help. There are also many patients in hospitals 
who are fixated at privileged levels, but are not ready to be dis- 
charged because they have no place to go, no relatives, or whose 
relatives don’t want them. They are not quite employable, yet are 
no longer in need of hospitalization. They need something more 
than a narrow workshop program. "There is no long-term cogent 
comprehensive plan that includes an appreciable proportion of 


Sheltered Workshops for the Emotionally Disturbed 425 


patients who might be benefitted” (33, p. 254), and who could 
be brought to the point of self-support, or at least partial self- 
support, outside a hospital. 

These considerations have led Schnadt (33) to propose what he 
terms a "Reéducation Center," or a restoration or training center 
or institute, as an intermediate step between hospitalization and 
competitive employment. Its two main objectives would be per- 
sonality readjustment (including socialization) and occupational 
adjustment. He envisages it as a community of patients and staff 
that would offer the opportunity for a variety of work and training, 
and for socialization. The employment opportunities would be 
provided in small manufacturing establishments producing parts 
and materials using metals, plastics, leather, and wood. Large 
manufacturing companies could establish plants producing parts 
for their products and providing training and supervisors oriented 
to the nature of mental illness. There would be no intensive or 
extensive training for high-level skills, however. There would be a 
need for efficient production of quality products, but patients would 
be gradually placed under increasing pressure of performance. 
In addition to the production jobs there would be employment in 
clerical and administrative work. 

Although using trained business administrators and technical 


personnel, the Center would be managed by professional personnel. 
ld be provided, including individual and group 
logist would direct the psycho- 
ding proper job placement in 


Medical services cou 
psychotherapy. A counseling psycho 
logical-occupational program, inclu 
the Center and on discharge. 

The Center would be located away from hospitals, but near a 
city of 50,000 to 100,000. Patients would be on parole or con- 
ve from the hospital. Dormitory-type accommodations 
recreational facilities made available. 
ght to the Center, but after a patient 
Center, he might join 


valescent lea 
would be provided, and 
Families could not be brou 
had demonstrated his ability to adjust to the 
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his family in living in the nearby city while continuing to work at 
the Center. Single men might after a time also move to the city. 

Schnadt feels that after the initial cost for the physical plant, 
which would not be as high as the construction of a hospital, the 
community could be almost self-supporting. He suggests that, 
although industry might build plants, sponsorship of the total 
project should be by a philanthropic organization to prevent over- 
commercialization. While many patients would be productive, in 
the early period of their stay they might not be economically self- 
supporting. While some patients might need to remain terminally 
at the Center, many if not most would move on to outside employ- 
ment, possibly in other plants of the companies operating in the 
community. 

This plan, while it may appear to be Utopian, still could be 
practical. While at present we have not adequately developed 
more modest facilities at intermediate stages, it would appear that 
we are moving in the direction of such community centers. 

The concept of the therapeutic community has perhaps been 
developed further in England than in the United States. While the 
program that Jones has developed in England (23) is perhaps 
closer to the operation of a sheltered workshop by a hospital than 
to Schnadt's proposal, its goals appear to be similar to the latter. 
It therefore seems appropriate to discuss it here rather than in the 
preceding section. 

The Industrial Neurosis Unit was established by Jones in 1947 
as a part of Belmont Hospital. The one hundred residents are 
considered patients of the hospital. However, the program is not 
a hospital treatment program. Patients are chronically unemployed 
persons whose unemployment is related to personality or character 
disorders. Definitely psychotic patients are not accepted, however. 
"They consist of chronic neurotics and those with character disorders 
(psychopathic personality) who are considered to be untreatable 
by usual psychiatric methods including psychotherapy. The Unit 
operates five workshops—hairdressing, tailoring, plastering, Caf- 
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pentry, and bricklaying. There is no attempt to provide training to 
a skilled level, but the patients work under trained instructors and 
apparently are engaged in providing services and construction to 
the hospital. Patients work two hours in the morning and two 
hours in the afternoon in these workshops. A few patients with the 
ability to learn a trade attend a government training center instead 
of the workshops, and a few are employed in local industry for 
two hours a day. 

The main emphasis in the program is on the social and inter- 
personal relationships involved in occupational adjustment rather 
than training in occupational skills. There are regular group ses- 
sions, and some individual psychotherapy. Other psychiatric treat- 
ment methods are used when indicated, though infrequently. 

Vocational counseling is provided, and placement services are 
available through government Disablement Resettlement Officers 
assigned to the Unit. The patient is evaluated vocationally during 
his stay, particularly in regard to his employability, by the staff. 
The patient's employability is considered to be more important 
than aptitudes and ability in successful occupational adjustment—a 
patient with a “high degree of employability” will find a job that 
is suitable and interesting, without the need of vocational counsel- 
ing, whereas the unemployable cannot be helped by counseling 
(23, pp. 150-151). Employability is evaluated in terms of the 
interferences of symptoms with work, difficulties in relations with 
employers and fellow employees, and inhibition of work due to 
conflicts engendered by work itself. Observation and rating of 
attitude toward work, social adjustment, aptitude for work, speed, 
standard of work, and persistence are suggested as useful. These 
ate characteristics that have been noted earlier as being evaluated 
in a sheltered workshop. 

Patients remain an average of two to four months, though there 
is no specified limit to their residence in the Unit. About a third 
of the patients are found to be unemployable. This is probably not 
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surprising or excessive, considering the fact that all of them are 
probably considered to be unemployable at the time of referral. 


APTITUDE FOR WORK VERSUS APTITUDE FOR 
AN OCCUPATION 

It has been suggested earlier (e.g, in Chapter 10) that the 
emotionally disturbed person is handicapped because his disability 
interferes with the optimum or full use of his aptitudes and abil- 
ities. That is, his functioning level is low relative to his potential- 
ities. This is true. But just how this inhibition operates was not 
explored. Sometimes, of course, the disability has a direct effect on 
the ability itself. In such cases tests and other direct measures of 
the ability reflect this. That is, we may have evidence that the client 
possesses potential ability, either on the basis of previous tests Or 
previous performance on a job. Yet he is not able to function at a 
level commensurate with this potential. Improvement in func- 
tioning level may occur with improvement in his psychiatric condi- 
tion. 

But there is an indirect effect of the emotional disturbance on 
the effective use of abilities in a work situation. This operates when 
the abilities, as measured by tests or Observation, are not impaired. 
It may be present and continue to affect the occupational adjust- 
ment of the client when improvement in his condition results in 
the restoration of his abilities. 

This indirect effect of the disturbance manifests itself in be- 
haviors that interfere with the use of capacities that are not 
intrinsically impaired. Such behavior is that which constitutes what 
is referred to by Gellman (12) as the characteristic vocational 
pattern—a misleading term, since it has been used to refer to à 
psychometric pattern; work pattern, as suggested earlier, might be 
a better term. Gellman, it will be recalled, lists as components of 
the vocational pattern (1) the meaning of work to the individual, 
(2) the ability to derive satisfaction from work, (3) the mobiliza- 
tion of energy in a work situation, (4) the capacity to adjust to 
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interpersonal relations on the job, (5) positive or negative work 
identification, and (6) the ability to adjust to work pressures. 

If there is anything that the emotionally disturbed have in 
common, it is perhaps a defective work pattern. However, the 
emotionally disturbed also have this in common with many of the 
physically disabled. The knowledge of the existence of a defective 
pattern in the emotionally disturbed is therefore not very useful in 
counseling. The problem consists in the individual manifestations 
of the pattern, and developing effective methods of changing the 
pattern. The particular components of the pattern that are affected, 
however, or the areas in which functioning in a work setting is 
impaired must be determined and corrected. 

Tt will appear then, that the major functions of the sheltered 
workshop and other sheltered work situations are to discover and 
to change this pattern of work orientation (12). From this point 
of view, it may not be so important just what type of work the 
client engages in, except that there should be some interest in it. 
Tt is thus not essential that a sheltered workshop offer a great 
variety of work, as long as there is something of interest to most 
Clients. Clients are sometimes allowed free choice of the available 
types of work, with no effort to match it with tested aptitudes or 
abilities, Black (4) suggests that not variety of work but that it is 
Productive, useful work, that it is not speeded, timed work, and 
not deadly monotonous are important factors. 7 

It is probably also true that an individual with a positive work 
Pattern will not have too much trouble finding “suitable” work, 
Le, work that he can perform, in which he can develop some 
interest, and in which he can continue to function. Many, if not 
the majority of the laboring force function at this level. They = 
Strong motivation toward work, an acceptance of its necessity, an 
the persistence or compulsion—from within or without—to keep 
their noses to the grindstone. From this point of view, as ins 
and others have suggested, “Vocational tests and ability prof E 
àre valid primarily as indicators of failures. They do not point to 
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probability of success. The latter is determined by personality and 
motivational forces operative through the vocational pattern, 
assuming that minimal job requirements are met” (12). 

This concept, which has validity, apparently is a strong influence 
in most workshop projects. It 1s only natural that efforts should be 
directed to the most apparent lack of the client, his work habits and 
attitudes. But when these have been improved, the job is not 
entirely completed. Even though the client can perform on almost 
any job within his abilities—and often the placement is directed 
toward a job well within his abilities—there are some jobs that 
are better than others. Particularly for those whose work patterns 
are weak should care be taken to attempt placement in the most 
satisfying job possible. An interest in a particular kind of work, 
some challenge in the work, as well as the ability to do the work 
better than other kinds of work, or to do the job better than some 
others can are elements in job satisfaction. It is here, however, in 
the opinion of the author, that a weakness exists in many sheltered 
workshop programs. Placement is often made by utilizing the most 
available opportunity, rather than through counseling the client 
toward an occupation or job as appropriate or as suitable to him 
as possible, recognizing, of course, that there is no one most 
appropriate job for him. What this amounts to is a plea for more 
rehabilitation counseling in our sheltered workshops than now 
appears to exist. And, of course, counseling should continue after 
placement to further assist in the adjustment to competitive 
employment. 


SUMMARY 


The greatest gap in the vocational rehabilitation of the emo 
tionally disturbed is that between the hospital, or the acute stage 
of the disturbance, and entrance into competitive employment. 
This gap is typically filled by sheltered workshops. The number of 
such workshops is inadequate for the physically disabled, but they 
are practically nonexistent for the emotionally disturbed. A few 
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workshops accept such clients along with physically disabled 
clients, but many are hesitant to do so. This reluctance appears to 
be based on lack of familiarity with the emotionally disturbed, 
and lack of staff trained in working with them, together with 
perhaps some apprehension that they would disrupt the program 
with the physically disabled. 

Sheltered workshops are needed for both evaluation and work 
adjustment training. There are many clients whose readiness for 
vocational rehabilitation cannot be evaluated without some such 
tryout, Besides the general determination of feasibility for voca- 
tional rehabilitation, the sheltered workshop is useful in determin- 
ing the limitations of the client and his tolerances, Particularly 
with the emotionally disturbed client is this desirable, and in many 
Cases necessary, in view of the limitations of tests for these 
Purposes. 

The second main function of the sheltered workshop is to 
Prepare the client for employment or training in a nonsheltered 
environment. This preparation does not consist, at least primarily, 
of vocational or job training, but of work adjustment or personal 
adjustment training. 

In addition to these two functions, the sheltered workshop offers 
terminal employment for some clients. Such clients may never be 
ready for competitive employment in industry, but nevertheless can 
be productive in a sheltered situation. 

Rehabilitation centers can to some extent serve the first two 
functions, at least in their preliminary stages. Their prevocational 
activities offer opportunity for observation of the client in terms 
Of work attitudes, attitudes toward others, and ability to adjust to 
à routine, to other people, and to minimal work demands or 
Pressures. However, the main purpose of rehabilitation centers is 


therapeutic, and they do not offer the actual work opportunities, in 
or services for remuneration, or the 


terms of production of goods 
heltered workshop can provide. The 


variety of activities that the s 
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work situation, therefore, may not have the same meaning to the 
client as does useful paid work. 

In some cases also the mental hospital itself can provide some of 
the functions of a sheltered workshop, in occupational therapy, 
manual arts, and industrial therapy. But there comes a time for 
many patients when they can no longer be helped in the hospital, 
but are not yet quite ready for outside employment. In the past 
many such patients have remained in the hospital, often to all 
intents and purposes functioning as employees but receiving no 
pay. Recently there have been experiments in the actual employ- 
ment of ex-patients. In the Veterans Administration the Member- 
Employee Program is offering to patients transitional employment 
in the hospital in a variety of jobs. 

It has been suggested that mental hospitals could set up actual 
sheltered workshops for their patients, providing paid employment. 
There may be some advantages to such a setup. But every hospital 
could not maintain an adequate workshop. Many are isolated from 
industrial communities and could hardly function in such a 
capacity. Also, it may not be desirable to maintain the close con- 
nection with a hospital, although the availability of professional 
services is an asset. However, a workshop setup has been developed 
as part of a mental hospital in England, and apparently is success- 
ful. Another workshop has been established as a part of a hospital, 
but its purpose is not to prepare hospitalized psychotic patients for 
employment. Its patients consist of chronically unemployed neu- 
rotics and those with character disorders who are referred from 
government employment offices. 

A. plan for a community workshop has been proposed by one 
writer (33). While elaborate and visionary, it appears to have 
some practical value. The trend in providing services for the 
emotionally disturbed is in this direction. If we are to face the 
problem squarely and realistically, we must accept the necessity of 
establishing adequate sheltered workshop facilities, including the 
provision of terminal as well as transitional employment if we are 
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to achieve optimum results in the vocational rehabilitation of the 
emotionally disturbed. In spite of new and promising methods of 
treatment, full and complete recoveries are not to be expected in 
all or even most cases of severe mental illness, at least for a long 
time to come. There is a need for many more terminal workshops 
for the emotionally disturbed than now exist. While as has been 
repeatedly pointed out in this book, every client should be given 
every opportunity to achieve the highest level of functioning of 
which he is capable, many emotionally disturbed clients will never 
be able to reach a high level of functioning. Coupled with the 
emotional disturbance may be minimum capacities or potentials. 
As in the case of the physically disabled, it is usually these clients 
who are most in need of sheltered workshops. A follow-up study 
of Jewish patients discharged from Bellevue Hospital in New 
York led to the conclusion that "It is difficult, if not impossible, to 
place the majority of these patients in customary occupations. Most 
of them are in need of simple, routine forms of work that will not 
overtax their mental and emotional capacity” (19). In many cases 
the only place where this can be provided on a permanent basis is 


in the terminal workshop. 
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CONCLUSION 


CHAPTER 15 


The Future and Its Needs 


————— À———— À— 


We have now covered the major aspects of counseling the 
emotionally disturbed client, from the determination of eligibility 
and feasibility for counseling services through the counseling 
Process to training and placement. Our attention has been focused 
On the educational-vocational aspects of counseling, but not with- 
Out regard for the social or social psychological aspects of the 
adjustment of the emotionally disturbed. 

Our discussion has been based to a great extent on experience 
rather than on the results of experiments, At the present time there 
is relatively little in the way of definitive experimental results in 
this field, An experiment is controlled experience, and in this area, 
as in all fields of behavior involving the welfare of human beings, 
Controls are very difficult to apply (5). We have tried to bring 
together such research evidence as bears upon our problems, 

But we make no pretense at having resolved the problems of 
counseling the emotionally disturbed. We have, no doubt, raised or 
defined more problems than we have solved. This, however, is not 
Decessarily bad, either for the practitioner or the student interested 
in research, For the former it serves to make him aware of the 
limitations of our knowledge, and cautious and questioning in his 
approach to clients. Certainly no student having reached this chap- 
tet can feel he has all the answers in counseling the emotionally 
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disturbed, and at this stage it is undesirable for a counselor to have 
such a feeling. For the student interested in research perhaps some 
questions have been raised which may stimulate research activity in 
this field. 


THE FUTURE 


There seems to be no question but that the counseling of the 
emotionally disturbed will be an area of great expansion in the 
future. Public interest in the care and treatment of the mentally 
and emotionally ill and disturbed has been aroused. It can only 
follow that this interest will continue and will in time focus more 
strongly on the posthospital, posttreatment, occupational, and 
vocational adjustment of the emotionally disturbed. 

This will no doubt be accelerated by the advances in treatment 
methods that are now being given a great deal of attention and 
support. The newer drugs are too new to be able to evaluate their 
potential value accurately. We do not yet know whether the 
apparent improvements and recoveries are lasting and permanent. 
But there appears to be considerable evidence that the drugs are 
having an important effect on the nature of hospitalization for 
emotional disturbances. The pattern of hospitalization and dis- 
charge is changing. Whether or not improvement is permanent, 
there seems to be no doubt that the discharge rate is increasing. In 
New York State hospitals, during a one-year period following the 
use of the new drugs, the release rate increased almost 25 percent. 
And short-term follow-up at least indicates that the readmission 
rate for patients so treated is lower than for patients released 
prior to the use of the drugs. 

Less in the public attention, but of as much significance is the 
approach to the mental hospital as a therapeutic community, which 
was discussed in Chapter 1. It is quite possible that there is a 
common element in both the use of the new drugs and the use of 
the hospital environment as a therapeutic medicine. Cobb suggests 
that "The remarkable improvement reported in many chronic 
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patients may be partly due to increased attention by the staff and 
an atmosphere of therapeutic optimism” (1, p. 25). This same 
element is present in the concept of the therapeutic community 
(7, p. 32). There appears to be a common element in all treat- 
ment that may account for the effectiveness of divergent methods 
(3). This element appears to be related to what Zilboorg calls 
“the rediscovery of the patient” (3, pp. 108-111), and may be 
summarized as a respect for the patient as an individual, a person, 
and confidence in his capacities for improvement and for taking 
responsibilities for himself. Aspects of this attitude of respect are 
Suggested by the third report of the Expert Committee of Mental 
Health of the World Health Organization on The Community 
Mental Hospital, quoted by Stanton (7). They include the preser- 
vation of the patient's individuality and the encouragement of 
self-respect and a sense of identity; the assumption that patients 
are trustworthy; and the assumption that they retain the capacity 
for a considerable degree of initiative and responsibility. Rogers 
has recently used the term "prizing" to designate this attitude of 
acceptance as a person of unconditional worth, of respect and 
liking apart from any evaluation (6, p. 200). 

The apparent effectiveness of this common element in therapy 
Suggests that there are perhaps common elements in all emotional 
disturbance, as the writer suggested several years ago (4). Stanton 
feels that such an assumption is well founded, and suggests that a 
common factor is the presence of low self-esteem (7, p. 38). 
White has also recognized this as a common element (9). It ap- 
Pears to the writer that if there is anything that the emotionally 
disturbed have in common it is this low self-esteem. The recogni- 
tion of this by the counselor will improve his relations with the 
client, The attitude of respect and prizing is effective because it 
assists the client in beginning to esteem himself when he finds he 
is respected by another. p" 

If this is an important element in treatment—and the writer is 
Convinced that it is the common significant element—and is 
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responsible for progress and improvement in both hospitalized 
and nonhospitalized patients, then the counselor should be con- 
cerned about developing this attitude and atmosphere in his deal- 
ings with the client. Indeed, this is the essence of the client-centered 
attitude that has been stressed throughout this book. If there is 
nothing else that the reader or the student takes away from his 
reading than this attitude, the basis for good counseling is laid. 
A deep and genuine respect for the emotionally disturbed client as 
a responsible person is more important, and more effective in 
counseling, than any number of “techniques.” The future of 
counseling, then, is dependent more upon the development and 
more effective implementation of this attitude than upon the 
development of specific techniques as such. 

The combined use of the newer drugs and of the hospital as a 
therapeutic environment is resulting in a great increase in dis- 
charges from mental hospitals. Without any increase in the in- 
cidence of emotional disturbances, the number of clients for the 
counselor will increase. Whatever the long-term results of these 
treatments, the patients released need every service possible to 
assist them in adjusting and in remaining out of the hospital. These 
services should certainly include vocational counseling, and the 
importance of occupational adjustment for maintaining improve 
ment and recovery will be increasingly recognized. 

The nature of the clients and thus of the problems faced by 
counselors may change over a period of years. It appears that many 
chronic, long-hospitalized patients are responding to the new treat- 
ments, some of them achieving sufficient improvement to warrant 
release from the hospital. These patients, because of their long 
periods of hospitalization without gainful employment, their age 
and their often accompanying physical disabilities will constitute 
difficult problems in occupational or vocational rehabilitation. 
Many, of course, will not be candidates for rehabilitation counsel- 
ing. 


If the newer treatments are successful, however, there should 
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come a time when the number of such older, chronic clients will 
decrease, at least relative to the number of younger clients who 
have responded to treatment with relatively short periods of hos- 
pitalization. The proportion of patients released from mental 
hospitals who require vocational rehabilitation services will there- 
fore increase. They will be younger and more often potential 
candidates for employment. 


SOME NEEDS 


With the increasing demand for counseling services for the 
emotionally disturbed, what are some of the needs if this demand 
is to be met adequately? Some of these needs may be enumerated. 
The order in which they are listed is not indicative of any relative 
importance. They may be considered to be of equal importance, 
since they interrelate in that progress must be made in meeting all 
of them simultaneously if services to the emotionally disturbed are 
to be at all adequate. 

1. Perhaps the first need is for continued and further education 
of the public and those concerned with the treatment of the 
mentally ill. We have suggested above that interest in adequate 
care and treatment of these patients is increasing, and that this 
interest will transfer to vocational rehabilitation as well as to 
medical or psychiatric treatment. While this is true, we cannot 
depend on this to happen without efforts to assure it, There is 
some tendency to feel that medical or psychiatric treatment is all 
that is necessary, that the former patient who is "cured" can take 
care of himself. This, of course, is not so, as has been abundantly 
indicated in earlier chapters. But even psychiatrists have often not 
recognized the importance of occupational and vocational adjust- 
ment to maintaining improvement or recovery. Or they have felt 
that this was a simple matter of placement, to be handled by the 
Social worker. There is therefore still considerable need for the 
education of professional people as well as the public in this area. 

2. An immediate as well as a long-term need is for a sufficient 
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number of trained counselors to work with the emotionally dis- 
turbed. One of the reasons for the lack of services at present is the 
lack of trained counselors. Almost without exception, counselors 
presently working with the emotionally disturbed are inadequately 
prepared, either by training or experience. Those engaged in train- 
ing counselors must recognize the prevalence of emotionally dis- 
turbed clients, and the tremendous need in this area as well as in 
the area of the physical disabilities. Training programs must give 
recognition to the fact that many counselors in the future will be 
working either exclusively or to some extent with the emotionally 
disturbed. Some counselors should be specially trained to work with 
the severely disturbed. All counselors should have some training to 
equip them to meet the needs of emotionally disturbed clients. 

3. The actual placement in employment of the emotionally dis- 
turbed client is often the biggest stumbling block in the way of 
successful rehabilitation. There is therefore a great need for ac- 
ceptance of these clients by employers. This is a need which has 
been discussed at some length in Chapter 13. The education of 
employers in this area must continue and be increased in extent and 
effectiveness if we are to rehabilitate the increasing numbers of 
patients released from our mental hospitals. 

4. Another need that has been dealt with in detail in the pre- 
ceding chapter is the need for sheltered workshops that will accept 
the emotionally disturbed client. This need includes both transi- 
tional and terminal workshops. It can be anticipated that no matter 
what advancements will be made in the treatment of the emo- 
tionally disturbed, there will be many who will not respond to 
such treatment. There will be many who will never improve suffi- 
ciently to function in competitive employment. Yet they will not be 
in need of hospitalization. There are, and will continue to be, many 
clients with chronic disturbances who are capable of functioning 
in a sheltered workshop or similar sheltered facility or environ- 
ment. The welfare of the client, including possible further improve- 
ment, as well as the returns to society in utilizing each individual 
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to the extent of which he is capable would benefit from the exist- 
ence of terminal workshops or similar facilities for such clients. 

5. Another need that has been pointed out in previous chapters 
is in the area of understanding the relation of personality to 
occupations. A knowledge of the demands of the various occupa- 
tions in terms of personality factors would be of considerable value 
in the proper placement of emotionally disturbed clients. Some 
Progress in this area is being made by the United States Employ- 
ment Service, which has included temperament as one of the factors 
analyzed as requirements for jobs (2, 8). Such descriptions are not 
yet objective, however. This is because we do not yet have adequate 
tests of personality characteristics considered to be significant in 
Occupational adjustment or satisfaction, Analysis of interest pat- 
terns for various occupations would be of considerable value here. 

6. This leads us to another major need in this field, a need 
Suggested at the beginning of this chapter. That is the need for 
research, The problem of personality and occupation stated above 
is only one of the many problems to which research could con- 
tribute. Other problems have been pointed out throughout the 
book in terms of unanswered questions. They range all the way 
from the development of objective criteria for feasibility for em- 
Ployment or training, through the development of appropriate 
Counseling procedures, to the devising of effective procedures for 
developing employability in a workshop situation. Research in 
Psychology and psychiatry in the nature and characteristics of 
emotional disturbance should be of value in helping us better to 
Understand the emotionally disturbed client. 

The needs in this field are great. We cannot and need not wait 
for answers to all the problems before we are able to undertake 
the counseling of the emotionally disturbed, however. We know 
€nough about human behavior, the needs of individuals, and the 
Meeting of these needs in the counseling situation to be able to 
Offer assistance. This book has been an attempt to bring this knowl- 
edge, most of it based on clinical experience rather than controlled 
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experiment, together in a useful form for the counselor and the 
student. It is hoped that it will be of value in the development of 
counselors to fill the need for counseling services to the millions 
of emotionally disturbed people in our population. 
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effects, of treatments on, 250-251 
of anxiety on, 240-241 
of fantasy on, 241-242 
evaluating performance, 237—248 
examiner influence on, 230-231 
in clinical psychology and personnel 
selection, 218-219 
in counseling, 219, 221-222 
interpretation of, to client, 234-237 
intraindividual variability, 246, 249- 
250 
limitations of, 220-222 
personality, see Personality tests 
projective, see Projective techniques 
reliability of, 249 
selection, 225-228 
who should administer, 222-225 
Thematic Apperception Test, 257, 258, 
259, 272, 273 
Therapeutic social environment, 17-18, 
20, 424—428, 440-441 
Training, for clients, 355-357, 392 
levels, 62-63 
of counseling psychologists, 86-90 
of psychological counselors, 92-94 
of rehabilitation counselors, 109-126 
interdisciplinary nature, 114 
of rehabilitation psychologists, 101— 
103 
practicum, 90, 94-95, 119-121 
Tranquilizing drugs, 17, 251, 440 
Treatment of mental disorder, effec- 
tiveness of, 15, 16-19 


Index of Subjects 


Tryout, occupational, 181—182 
as exploration, 182 
in cases of borderline feasibility, 
153-154 
in hospital industry, 420 
in industry, 406—408 
in therapy, 182 


U.S. Employment Service, 365 


Veterans Administration, 37, 40, 50, 
53, 61, 62, 158, 188, 193, 217, 
355-356, 357, 402, 413 

hospital counseling program, 43-45, 
100, 101—103 

Member-Employee 
422-424 

Vocational Rehabilitation and Educa- 
tion program, 41-43, 104, 375- 


Program, 388, 


376 
Vocational ^ Rehabilitation Board, 
142-145 
Vocational Adjustment Center, 353- 
354, 402, 407, 411-413, 416- 
418 
Vocational aspirations, unrealistic, 329- 
332 


Vocational choice, 309-320 
and diagnosis, 319 
and interests, 318-319 
and needs, 318-319 
factors, 310, 317 
psychoanalytic theory, 312-315 
theories, 309-317 
Vocational handicap defined, 135-137 
Vocational Interest Analysis, 282-283 
Vocational rehabilitation, 30 
and psychiatrists, 40 
determining need for, 134-137 
expansion, 39 
extent of need for, 18-19, 48-50 
neglect, 31, 35-36, 37-38 
significance, 31-34 
Vocational Rehabilitation Amendments 
of 1954 (Public Law 565), 39 


Wechsler-Bellevue Scales, 234, 240, 258 

Work adjustment training, 411—414, 
420-421 

Work trial in industry, 406-408 

Workshop, see Sheltered workshop 
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